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Patients with chronic fatigue and nervousness plague 
every practicing physician. They usually present a 
relatively simple diagnostic but a difficult therapeutic 
problem, although at times the diagnosis also may be 
difficult. General lack of understanding of the cause 
of the symptoms and particularly of the proper therapy 
of patients with these complaints is indicated by the 
wide range of measures which have been used in their 
treatment. Almost every known drug and surgical pro- 
cedure have been used. 

It is generally believed that one third to two thirds 
of all patients who seek medical help have as the 
most significant cause of ill health an emotional or 
neurotic disturbance. This disturbance may mani- 
fest itself in a large variety cf ways, but nervousness 
and fatigue are among the commonest symptoms. 
Associated physical diseases may be present. In Allan 
and Kaufman’s series of 1,000 general medical cases, 
there were both physical and mental disorders in 134. 

This discussion concerns only those patients in whom 
the symptoms have origin in disturbances in function 
of the patient as a whole. 

The recent widespread use of the term “psychoso- 
matic medicine” has done much to popularize among 
physicians and laymen alike the concept of functional 
nervous disease. While the term psychosomatic 
medicine is new, the concept is not, for, as Stearns ' 
pointed out, until well within the last hundred years 


‘no one conceived of nervousness save in terms of 


visceral disease. Then in the minds of some phy- 
sicians came the idea of separation of the psyche 
and the soma, since proved illegitimate; now their 
union is “legally” recognized under the term psycho- 
somatic medicine. 
DEFINITION 

A wide variety of terms, including chronic nervous 
exhaustion, asthenia of various sorts, psychoneurosis, 
benign nervousness, constitutional inadequacy or inferi- 
ority, functional disorder, anxiety state, depression and 
“relatives of the insane,” have been used to designate 
this group of patients. 
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Fundamentally, most such patients, as Whitehorn * 
has indicated, can be classified as being in either a 


tension or a fatigue state. For others, the neurotic 
illness is at a more complicated level, as in hysteri- 
cal conversion, hypochondriasis, circumscribed phobias 
and obsessive-compulsive adjustments. Another impor- 
tant group was described by Alvarez* as “consti- 
tutional inadequates” and by Whitehorn as “obsessive 
perfectionists.” 

It is not possible in this presentation to enter into 
a long discussion of the cause or manifestations of 
these conditions, but for purposes of recognition of 
them the following definition of chronic nervous 
exhaustion by Macy and Allen* is pertinent: “In 
its most common meaning chronic nervous exhaustion 
indicates a long-present subjective sensation of tired- 
ness disproportionately exceeding the effort which pro- 
duces it and which cannot be accounted for by fatigue. 
Weakness, lack of energy and ambition, nervousness, 
unrestful sleep or insomnia, melancholia, tachycardia, 
and pain and aches in various parts of the body may 
be additional symptoms of the condition.” Other 
symptoms, particularly of the psychogenic variety, as 
indicated by Wilbur, MacLean and Allen,’- include 
anxiety, irritability, inability to relax, fatigue in the 
morning, mental conflicts, difficulty in making decisions 
and symptoms specifically related to dysfunction of 
the various organ systems, particularly the gastrointes- 
tinal and cardiovascular systems. 


DIAGNOSIS 

Too often the diagnosis of functional nervous dis- 
turbances is made on the basis of exclusion when 
evidence of organic disease is lacking. However, the 
diagnosis should be made on the basis of the positive 
evidence of symptoms characteristic of these disorders 
—manifestations just as characteristic of them as are 
those of any organic disease typical of it. Symptoms 
of the type noted by Macy and Allen * associated with 
somatic complaints such as globus hystericus, sighing 
respiration, difficulty in getting a deep breath, cardio- 
vascular instability, inability to concentrate and remem- 
ber, inability to work or read for prolonged periods 
and disappearance of symptoms at night with rest in 
bed are all characteristic. So are multiple unrelated 
complaints, fatigue which is worse in the morning than 
in the afternoon, a history of “nervous breakdowns” 
in the patient or his family, paresthesias after hyper- 
ventilation and excessive emotional reactions. 


2. Whitehorn, J. C.: Psychotherapy in General Medica! Practice, 
Johns Hopkins Hosp. Bull. 82: 10, 1948. 
‘ S. Sieanen, W. C.: Nervous Indigestion, New York, Paul B. Hoeber, 
ne. 4 

4. Macy, J. W., and Allen, E. V.: A Jositeition of the Piognesio 
of Chronic Nervous Exhaustion, Ann. Int. Med. 7: 861 (Jan.) 1934, 

5. Wilbur, D. L.; MacLean, A. R., and Allen, E. V.: Cli 


(Aug. 21) 1937. 


} 
J 

— — \ 


1200 FATIGUE AND NERVOUSNESS—WILBUR 


The diagnosis of functional nervous disturbances 
should be suspected by the history given by the patient 
and confirmed by suitable physical examination and 
laboratory studies. Routine urinalysis, blood cell count 
and serologic test for syphilis should always be made. 
In some patients observation of the temperature for 
several days, determinations of sedimentation rate, 
roentgenograms of the chest, a determination of basal 
metabolic rate and other studies may indicate the 
presence of associated physical disease. 

In an occasional patient more detailed studies, includ- 
ing those for adrenal disease and insufficiency, roent- 
genologic studies of the gastrointestinal tract, electro- 
cardiograms, estimation of vital capacity, response to 
hyperventilation and tests for neuromuscular diseases, 
may be advisable. . 

The differential diagnosis of functional nervous 
disorders is particularly difficult for physicians who 
still cling to old ideas concerning the origin of the 
symptoms being discussed. In his recently published 
brief history of the developments of the concept of 
functional nervous disease during the past 2,500 
years, Stearns’ pointed out that “nervous exhaustion, 
anemia, cerebral hyperemia, auto-intoxication, focal 
infection, glandular dysfunction, and psychogenesis 
have all had their day and then disappeared except 
as matters of medical curiosity.” This list might 
properly be modified by adding to it visceroptosis and 
vitamin and nutritional deficiency and removing psycho- 
genesis from it. Many patients with functional nervous 
disorders are still given diagnoses of focal infection, 
colitis, low basal metabolic rate and hypothyroidism, 
low blood pressure, vitamin deficiency, ptosis of organs 
and retroversion of the uterus. 

The reliability of the diagnosis of functional nervous 
disturbances is indicated by studies of Macy and Allen 
of 235 cases in which a diagnosis of chronic nervous 
exhaustion was made. This diagnosis was found to 
be accurate in 85 to 98 per cent of cases reexam- 
ined an average of six and one-half years following 
the original diagnosis. 


CLINICAL MANAGEMENT 


The management of the patient with fatigue and 
nervousness is largely an art. In other words, it calls 
principally on the art of medicine in the treatment 
of a patient and not on the science of medicine in the 
treatment of a disease. For this reason, many quacks, 
charlatans, those who treat with prayer or practice 
of religion and cultists without adequate training in the 
basic medical sciences are frequent'y highly successful 
in the management of patients with functional nervous 
disease. Too often the physician or surgeon skilfully 
trained in the science of disease approaches the patient 
from the standpoint of a disease or disturbed organ 
function and fails to visualize the disturbance in func- 
tion of the patient as a whole. He does not recognize 
the “functional disturbance” presented by his patient 
and, therefore, is not successful in handling him. 

It has been my experience that there are three prin- 
ciples—three hurdles to overcome—in the successful 
management of the nervous and exhausted patient : first, 
convincing the patient of the diagnosis ; second, improv- 
ing or relieving the patient’s symptoms, and, third, 
keeping the patient largely symptom free and preventing 
relapse once improvement has occurred. 


FIRST PRINCIPLE—CONVINCING THE PATIENT OF THE 
DIAGNOSIS 

The time is rapidly passing when a physician can 
successfully manage the average patient by taking a 
brief history, performing an examination and admin- 
istering treatment without any explanation to the patient 
of what is the trouble, what is the treatment and why 
the particular type of treatment is used. Health 
education has advanced to the point where few patients 
are so ignorant as not to know something about many 
diseases and methods of diagnosis and treatment. It 
is essential in convincing the nervous and fatigued 
patient of his diagnosis, first, to make an accurate 
diagnosis and, second, to make an adequate and satis- 
factory explanation of the situation to him. 

Accurate Diagnosis.—An adequate history, thorough 
physical examination and necessary laboratory and 
roentgenologic studies should be made to Convince the 
physician of the diagnosis. The giving and taking of 
an adequate history is time consuming, but it is the 
most important part of the study because it gives the 
physician an excellent idea of the type of person with 
whom he is dealing, it gives the patient confidence in 
the physician and it often serves as a good mental 
cathartic. In this way the physician can evaluate the 
stresses under which the patient has been living. These 
stresses may be external and related to work, marital 
status or home life, or they may be internal and related 
to a disturbance in one of the major emotions. The 
physician’s skill may be taxed in seeking essential 
information. Usually this can be done by observation 
of the patient in the physician’s office. At times, how- 
ever, in the case of a reticent or anxious patient it is 
helpful to take him out of his usual environment and 
hospitalize him for a few days. Arranging a visit to the 
patient’s home and observing him in the surroundings 
in which he lives often will reveal the type of patient 
with whom one is dealing. Talking with relatives and 
friends and with physicians who have previously cared 
for the patient may be helpful. 

The physician will usually know then why the patient 
has nervousness and fatigue. The usual causes include 
(1) an emotional or situational problem, (2) overwork 
with inadequate rest and relaxation, (3) an anxiety 
state, (4) constitutional inadequacy, (5) asthenia fol- 
lowing infection in a susceptible person, (6) a psychotic 
trend and (7) a combination of any of these factors. In 
some cases the physician may find explanation in none 


of these causes, but almost always this is because the 


physician has failed to “get under the patient’s skin” and 
the patient has withheld essential information. It should 
be pointed out that in an occasional case certain factors 
may play a secondary role; these include the meno- 
pause, nutritional disturbances, anemia, a low basa! 
metabolic rate, refractive errors of the eyes and foci 
of infection. 


A thorough physical examination is a most useful - 


psychotherapeutic method in the management of ner- 
vous and exhausted patients, who often appear to be 
in good physical health. 

Laboratory tests and roentgenologic observations are 
helpful in confirming the diagnosis and as psycho- 
therapeutic measures, but they frequently can be at 
have been overdone. To order routinely all varieties 
of blood chemical determinations, countless roentgeno- 
grams and other laboratory studies is poor medical 

ractice and unnecessarily expensive for the patient. 
Such a diagnostic approach reveals lack of under- 
standing by the-physician and may be more harmful 
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than helpful. A satisfactory criterion of what to do 
is difficult to establish for every patient, but, in brief, 
tests or roentgenologic studies should be done which 
might be expected to throw light on the general condi- 
tion of the patient and on the anatomic and functional 
state of an organ or organ system which is causing 
symptoms. Above all, enough evidence must be 
accumulated to convince the physician of the nature 
of the situation, for this, in turn, will give the patient 
confidence. 

Usually, after such a study is carried out in a dig- 
nified and sympathetic manner, the physician and 
patient will become friends. The patient often will 
feel that his physician really is interested in him, 
sympathetic and willing to listen. 

Explanation to the Patient—After the examination 
has been completed and the diagnosis established to 
the satisfaction of the physician, there is the problem 
of explaining the situation to the patient. This may 
be simple if the problem is one of anxiety which can 
be relieved easily, or it may require the greatest degree 
of skill in technic, common sense, understanding of 
human nature, psychotherapy and, in fact, all the art 
of medicine. Experience with somewhat similar prob- 
lems will usually help the physician in making his 
approach. It is easy to “get in wrong” with a nervous 
and exhausted patient. If the physican gets “on the 
wrong track,” he may find it difficult to correct the 
error or he may never do so. 

Above all, the physician must be able to have a 
reasonable explanation for any symptom or abnor- 
mality the patient presents. His armor of facts and 
explanations must be impenetrable or he will probably 
lose his “sparring contest” with his often disbelieving 
patient. Frequently the contest is just that—the 
physician with accurate scientific knowledge and under- 
standing and a desire to help the patient who desires 
help but who often has incomplete and incorrect infor- 
mation, beliefs or prejudice about himself and his con- 
dition. No reasonable or unreasonable question on the 
part of the patient must be left without a satisfactory 
answer. The answers from day to day must be con- 
sistent, or the highly nervous patient will detect the 
inconsistency and lose confidence in the physician. The 
more ignorant (or, at the other extreme, the more 
intelligent) the patient, the more difficult it may be 
to answer all questions consistently. If rational explana- 
tions do not satisfy the patient, his psychoneurotic or 


psychotic conditions are probably deep and psychiatric _ 


care will be needed. But the physician must remain 
the master of the situation or he will fail. 
Unfortunately, most patients are reasonably informed 
on such common organic diseases as_ tuberculosis, 
cancer, diabetes, peptic ulcer and appendicitis but have 
little information to permit them to have a clear under- 
standing of the effects of emotion on bodily functions. 
Most persons are aware that acute emotional stress and 
fatigue of the nervous system will produce somatic 
symptoms, including diarrhea, urinary frequency and 
loss of appetite and sleep. Patients have learned to 
interpret symptoms in terms of organic disease, and 
for them a focus of infection, autointoxication, anemia, 
low basal metabolic rate, low blood pressure or glan- 
dular dysfunction is a much more satisfactory explana- 
tion of symptoms than is a functional nervous disorder. 
ey resent the suggestion or threat to their personality 
Which they feel is implied by the di is of “functional 
turbance,” “a nervous disorder” or “a psychoneu- 
tosis.” Unfortunately, too, many physicians are so 
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thoroughly trained in organic diseases that they have 
little conception ,of, or even a desire to understand, 
disturbances in the emotions and function of the nervous 
system. Rapid education of either is difficult, in part 
because of what appears to be a natural resistance 
to such “nonsense.” A good starting point is the 
article by Walter B. Cannon * on “The Role of Emo- 
tion in Disease.” It should be read by every phy- 
sician. Many intelligent patients can read it with 
understanding and benefit. Expansion of the mate- 
rial in this article to situations which immediately affect 
the patient will often help in educating him to an 
understanding of his problem. For example, it may be 
helpful to explain that the symptoms of vomiting may 
be induced by a variety of organic and functional dis- 
turbances, including cancer of the stomach, a brain 
tumor, pregnancy, migraine headaches, the pain of a 
broken leg, the roll of a ship or disgust at a horrible 
odor or by an emotional disturbance, such as fright or 
anger. 

Patients usually are fearful that a physician will 
consider their symptoms imaginary. The physician 
must convince the patient of his belief in the reality 
of the symptoms, and frequently an explanation such 
as that in the preceding paragraph will be helpful. 
It is not necessary for the patient to understand all 
the nerve pathways or mechanisms by which the 
symptoms are brought about. 

I have frequently found it helpful to indicate that 
there is not just a single level but a wide range to the 
limits in structure and function of the normal person. 
Acute fatigue or nervousness can be induced in any 
normal person by the lack of sleep and sufficient threat 
to security; recovery is generally rapid with sleep or 
removal of the threat. When these symptoms are 
chronic, the period of recovery will be longer, even after 
the cause is removed. Furthermore, normal persons 
differ widely in their capacity to exercise, to remember, 
to appreciate music or art and to enjoy food or a beauti- 
ful sight, and similarly they may vary in their capacity 
to withstand nervous strain and fatigue. 

Just how much education or background is neces- 
sary or should be given to a patient is a matter to be 
determiined in each case. One brief interview may be 
sufficient, while for some patients a number of inter- 
views may be necessary. The patient must be thor- 
oughly convinced and have no reasonable doubt that 
the physician is right and that at last the correct solu- 
tion of the problem has been reached. If the patient 
cannot accept such rationalization he should be con- 
sidered a candidate for psychiatric care. 

In further establishing the relationship of confidence, 
the physician will do well to avoid the frequent habit 
of using terms such as “nerves,” “neurie” or “psycho- 
neurosis” and explain the condition in terms of a 
tension or fatigue state. The physician should wisely 
keep complete command of the situation and be sym- 
pathetic, helpful and understanding and, above all, 
hopeful. Hope is most important. It is the one thing 
all of us want when we are in trouble. It must be 
more than just a slap on the back. Rhazes, the 
Arabian physician, expressed it well when he wrote: 
“In the treatment of the sick, cheerfulness on the part 
of the physician is absolutely essential. It behooves 
the wise physician to inspire the sick patient with 
hope of recovery even though he himself feels doubt- 
ful of such a fortunate event.” It can be pointed 
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out that the “silver lining” in the patient’s cloud of 
difficulty is that as long as serious organic disease is 
not the basis of the disturbance the*eventual outlook 
for recovery is good. 

The ability of the physician to predict to the patient 
that he will have bad days and good days, often without 
apparent cause, and that certain responses will occur or 
have occurred in certain circumstances frequently will 
astonish the patient and give him the feeling that the 
physician really understands him and his problems. 
The physician will soon be known to his patient and 
family as the man who “knows” and who will “do 
something.” 


SECOND PRINCIPLE—IMPROVING OR RELIEVING 
THE PATIENT'S SYMPTOMS 

Improving or relieving the patient’s symptoms is an 
individual problem in each case. It cannot be accom- 
plished until the first hurdle is cleared and the patient 
understands the nature of his symptoms and accepts 
it reasonably well. 

It is not possible in this brief presentation to do more 
than briefly mention the methods which may be help- 
ful in rescuing the patient from his miserable state. 
Those useful in one case may not be in another, and 
individualization is necessary. 

First comes an attack on the cause of the patient’s 
symptoms. If this is merely the stress of anxiety over 
a nonexisting organic disease or the result of overwork, 
relief usually can be rapidly obtained by simple reas- 
surance or by adequate rest or a vacation. If, how- 
ever, the distress is from a more complicated and less 
easily solved external cause or if it deeply involves 
one of the major emotions, more detailed treatment 
and psychotherapy will be necessary. 

Psychotherapy.—Psychotherapy is basic the 
management of most patients with fatigue and ner- 
vousness. It may be simple, or it may require the 
services of a psychiatrist. Fortunately, in most instances 
the general physician can successfully handle such a 
patient. Many of the important points in psycho- 
therapeutic management have already been mentioned 
and need not be resummarized. As Whitehorn? has 
stated, the average physician who lacks the “magic 
touch” of the great physician can learn to give useful 
psychotherapy to patients with anxiety states, with 
two important qualifications. “First one has to give 
some serious study and effort to mastering the intel- 
ligible principles of psychotherapy and secondly one 
needs to establish serious consultative contacts with 
some other physician or physicians likewise seriously 
interested in psychotherapy.” 

Much can be done to impress the patient with the 
need for understanding his own situation and his own 
limitations. He can be taught the frequently nerve- 
wracking effects of uncontrolled ambition and desire 
and the usefulness of curbing these to some extent or 
of replacing them, at least in part, with some activities 
which are pleasant, extroverting and relaxing. He 
can be taught to be somewhat more “philosophic” about 
life and his situation. Many such patients are extremely 
sensitive, and attempts to improve this natural ten- 
dency may be helpful. Many patients wear themselves 
out fighting a hopeless situation. For them the advice 
of Trudeau is suitable, that “the conquest of fate is not 
by fighting it, or running away from it but by 
acquiescence.” This acquiescence should not be simply 
passive resistance but the acceptance of a definite 
limitation. 
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Whitehorn has well expressed it by saying that 
“psychotherapy will consist largely in the thoughtful 
and respectful consideration with the patient of how 
the situation might be met more effectively, not by 
an ideal person, but by the person who is the patient, 
using to the best advantage, the assets and attitudes 
which he has shown in periods of good adjustment. 
The whole art of psychotherapy depends largely on 
learning how to exert this special personal influence 
strategically to the patient’s best advantage in finding 
a better way to meet a life-situation.” 

Simple forms of psychotherapy should effectively 
help the majority of patients coming to the average 
physician’s office with complaints of fatigue and 
nervousness. In the studies of Allan and Kaufman,? 
for example, of 1,000 cases in which a general medical 
examination was made at the Lahey Clinic, complaints 
were of purely nervous and mental origin in 27 per cent 
and due to a combination of physical disorders and 
significant neuropsychiatric disorders in an additional 
13 per cent. However, among the latter two groups, 
in only 3 cases was there a psychosis, in 7, borderline 
psychotic problems and in 75 cases, a diagnosis of 
psychoneurosis. In the remainder of the group, a 
psychiatric or neuropsychiatric diagnosis was not made 
and it was considered that simple treatment could be 
successful. 

In only a few cases will the care of a psychiatrist 
be necessary for successful treatment. For patients 
who border on the psychotic or whose emotional prob- 
lems are so deep as to not respond to simple forms 
of psychotherapy and general treatment, special psy- 
chiatric care will be necessary. Many patients, not 
realizing that a good psychiatrist can accomplish a 
great deal for patients with psychoneurosis, strongly 
resist the suggestion of psychiatric care, largely as a 
result of prejudice and a feeling of inferiority that 
goes with the need for this type of medical care. 

General Measures—Rest and Exercise: Certain 
general hygienic measures are useful in the manage- 
ment of chronic fatigue and exhaustion. Many per- 
sons exceed their physical or nervous capacity in 
hours of work, in intensity of work or in nervous strain, 
and often they do so with insufficient rest, relaxation, 
sleep or vacations. There is wide variability in the 
capacity of normal persons to withstand work and 
strain. The busy mother with a large house and 
several children to care for usually has a twenty-four 
hour job day after day. Despite good help she may 
tire under the burden if it temporarily becomes exces- 
sive or if emotional strains, illness or economic difficul- 
ties beset her. It is often necessary to get such 
patients to understand the need and helpfulness of an 
hour or two of rest during the day, an extra hour 
sleep at night or a few days of complete change of 
environment. 

Rest is an extremely important therapeutic measure 
for the exhausted person who is not too upset emo- 
tionally. This rest may be simply relaxing in a chair, 
lying on the bed or sleep. The use of drugs to 
encourage rest will be considered later. 

Regular physical exercise of a type which can be 
followed for years and which is pleasant for the patient 
is often helpful in overcoming fatigue and tension. 
Exercise which requires companionship and not just 
solitary effort is desirable unless the spirit of com- 
petition is so strong that the patient becomes as tired 
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over his play as over his work. Similarly, recreation 
in forms which appeal to the patient may partially 
or completely meet his needs. 


Adequate Diet: An adequate diet is essential for 
the exhausted and nervous patient. Because of fre- 
quently associated gastrointestinal disturbances and 
anorexia the dietary intake may have been inade- 
quate, further increasing the poor reaction of the patient 
and exaggerating symptoms. Particular care should 
be used in establishing a normal diet which will insure 
an adequate intake of protein, vitamins and calories. 
It may be helpful to omit intermeal feeds and to spread 
meals five or more hours apart for patients who 
have little appetite and who fill up quickly on eating. 
An important point is spreading of the food intake 
over three meals, for many tired and nervous working 
girls and white collar workers eat little or no breakfast, 
have a sandwich and coffee at noon and therefore work 
all day on a single good meal of the preceding evening. 
For patients who are thin a gain in weight is often 
helpful, and for those who are overweight a loss of 
it may be a significant factor in improving symptoms. 
An expert dietitian who has a practical common sense 
knowledge of foods may be a useful ally of the phy- 
sician in caring for thin or obese patients. 


Correction of Associated Physical Conditions.—Cor- 
rection and improvement of mild anemia of deficiency 
type, low basal metabolic rate not due to myxedema, 
menopausal symptoms, refractive errors of the eyes, foci 
of infection and even constipation may improve the 
patient’s condition. However, by no means should 
it be considered wise to remove all foci of infection 
in every patient. Only in an occasional case, one in 
which there is striking dental sepsis or badly infected 
tonsils, might removal of the infection be expected 
greatly to improve the general condition of the patient. 

lt is not wise to use desiccated thyroid indiscrimi- 
nately in all patients with a basal metabolic rate of less 
than —10 per cent. Rarely will the physician be 
rewarded by noting a striking relief of symptoms. If 
symptoms are not relieved after a period of a few 
months during which the metabolic rate is or is not 
elevated by administration of fairly large doses of 
desiccated thyroid, this form of medication should be 
discontinued. The same may be said of the attempted 
correction of menopausal symptoms. In therapy with 
estrogenic substances, oral administration should almost 
always be preferred to the parenteral route, although 
the latter method often has a much more striking 
psychotherapeutic effect. 

Symptomatic Therapy; Physical Therapy and Drugs. 
—Symptomatic treatment of exhausted and nervous 
persons may be extremely helpful and thereby assist 
gteatly in managing the patient. It does not attack 
the fundamental cause and consequently is not regarded 
favorably by some physicians. Nonetheless, as Frank * 
has indicated, symptomatic treatment of functional ill- 
ness, if used with full awareness of its limitations, may 
be of definite psychotherapeutic aid. It reassures the 
patient, gives him a more hopeful outlook, strengthens 
his confidence in the physician and consequently simpli- 
fies psychotherapy. 

Sedatives are the most useful drugs in treatment. 
Small doses of barbiturates and the occasional inter- 
mittent use of bromides, presented at times in forms 
hew to the patient and used during the day and to 
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obtain sleep at night, can change the whole symptomatic 
complexion of a nervous patient. The physician must 
use his judgment as to the amount of the drugs 
to be used, and it is wise to limit the amount of 
them and the period over which they are to be used. 
Psychologic dependence on barbiturates in patients 
other than severely psychoneurotic persons has not 
been common in my experience. Sedatives should 
always be regarded as a crutch and not as a permanent 
solution. As physicians feel no grave alarm at the 
way the average “normal” person drugs himself daily 
with caffeine, alcohol, nicotine and often acetylsalicylic 
acid, the occasional addition of barbiturates to this 
daily ration should cause no serious misgivings. Many 
patients are successful in gradually weaning themselves 
from sedatives or in using them only on occasions of 
nervous strain. For some patients the knowledge that 
sedatives are available in the medicine chest will be 
sufficient reassurance to produce satisfactory sleep. 

The old-fashioned tonics of iron, quinine and strych- 
nine, of iron and wine, or sulfur and molasses have 
disappeared from the armamentarium of the modern 
physician. The effects of them, like those of patent 
medicines, are almost exclusively psychologic. Vita- 
mins, which in large part have replaced these tonics, 
have the advantage of harmlessness and of aiding the 
malnourished. The psychic effect of them is good, for 
the name itself is vitalizing and they have been adver- 
tised as having wondrous properties. 

Alcohol is frequently helpful in relaxing tense, ner- 
vous persons, and the predinner highball or cock- 
tail may be the one bright spot in the patient’s day. 
At times it will help those who are not used to it. 
Overindulgence should be avoided. 

Sympatheticomimetic drugs which stimulate the 
higher nervous centers occasionally have a useful place 
as a temporary therapeutic method in patients who are 
particularly fatigued or depressed. These include 
amphetamine sulfate (benzedrine sulfate*), dextro- 
amphetamine sulfate (dexedrine®) and desoxyephedrine 
(desoxyn®). Use of them should be promptly dis- 
continued if the patient becomes more nervous or if 
insomnia or anorexia develops. If the patient is obese, 
these drugs may help in curtailing appetite. The 
occasional intermittent use of them may be helpful. 

While hormone therapy is of questionable value 
and the results of it are usually disappointing, in an 
occasional case androgens administered sublingually or 
by injection have appeared to help a patient who is 
said to be in the “male menopause.” 

The responses to physical therapy vary. In general, 
heat and massage are relaxing, but an occasional 
tense or anxious patient cannot tolerate them or is 
made worse by them. While these methods of treat- 
ment are expensive if long continued, short courses 
at the onset of treatment or during a “crisis” may 
be valuable. As Alvarez® has well expressed it, 
for some patients physical therapy is helpful because 
it gives the patient something to think about, something 
to do, someone to talk to and something to look 
forward to. Swimming may be helpful if it is available, 
and tepid baths at bedtime often help produce relax- 
ation and sleep. 

Miscellaneous Suggestions.— A few miscellaneous 
points should be mentioned. At times a temporary or 
permanent change of environment may help the patient, 


8. Frank, J. D.: Psychotherapeutic Aspects of Symptomatic Treatment, 
Am. J. Psychiat. 103: 21 (July) 1946. 


9. Alvarez, W. C.: What Is Wrong With the Patient Who Feels 
Tired, Weak and Toxic? New England J. Med. 212: 96 (Jan. 17) 1935. 
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particularly if the stress of an unpleasant job or boss 
or a distressing family situation cannot otherwise be 
handled. Temporary help with work at home or in 
an office may be indicated. 

_ Stopping smoking will often reduce nervousness and 
fatigue. 

It is wise to see that the patient understands that he 
will not necessarily have a smooth course. There will 
be ups and downs—good days and bad days—often 
without apparent cause. The patient may feel more 
exhausted after prolonged rest than he did before, 
especially if rest brings a let-down after a keyed-up 
period. 

THIRD PRINCIPLE—KEEPING THE PATIENT LARGELY 
SYMPTOM FREE AND PREVENTING RELAPSE 


Patients who are psychoneurotic and who are sub- 
ject to chronic fatigue and tension and anxiety states 
generally are vulnerable and likely to have relapses. 
Consequently, in management of patients with fatigue 
and nervousness it is important to educate the patient 
effectively and to aid him in maintaining a proper 
psychologic balance. Usually by the time he has 
completed his recovery or is’ much better the patient 
has learned fairly well how to manage himself. Most 
of all, he has recognized the causes of his previous 
difficulties and has learned to conquer and control 
conflicts. Barring unexpected strain, he should do 
reasonably well in preparing for blows and emotional 
shocks. The physician should ascertain that the patient 
knows his own limitations, that he knows the precipi- 
tating factors in his illness and that he recognizes the 
value of the various therapeutic procedures which, with 
the aid of the physician in whom he has confidence, 
have led to his recovery. Recognizing these factors, he 
should be able to manage to keep himself out of serious 
trouble and in rather good condition generally. How- 
ever, since his problem is a medical one, he should not 
hesitate to seek advice from his physician at regular 
intervals or when he gets into difficulties which he 
cannot resolve himself. 

PROGNOSIS 

The prognosis for patients with functional nervous 
disorders varies greatly and may be very difficult to 
estimate. In general, it is good for patients with 
simple tension and fatigue states, particularly when 
anxiety can be relieved and fatiguing work restricted 
and rest prolonged. Young persons with emotional 
and environmental problems which can be solved often 
improve remarkably and recover completely. For 
patients with significant constitutional inadequacy, pro- 
nounced emotional disturbance or prolonged economic 
and environmental problems to which the patient is not 
accustomed and which cannot be altered or for those 
patients who have had multiple operations with or 
without permanent physiologic disturbances, the out- 
look is not too good, but the patient can often be 
improved. Ten or 20 per cent improvement may be 
enough to make life worth living again. 

SUMMARY 

It is generally believed that one third to two thirds 
of all patients who seek medical help have as the 
most significant cause of ill health an emotional or 
neurotic disturbance. Fatigue and nervousness are 
the commonest symptoms of these disturbances. 

The diagnosis of these conditions should be made, 
not on the basis of exclusion, but on the basis of positive 
evidence supported by symptoms characteristic of them. 


The three principles in the successful management of 
nervous and exhausted patients are, first, convincing 
the patient that the diagnosis is correct; second, 
improving or relieving the patient’s symptoms, and, 
third, keeping the patient largely symptom free and 
preventing relapse once improvement has occurred. 

Carrying out these principles demands skill in the 
art as distinguished from the science of medicine. It 
can be carried out by most understanding physicians 
by means of an accurate diagnosis, adequate explanation 
of the situation to the patient, psychotherapy, sympto- 
matic therapy and such special measures as are 
necessary. 

Common sense, an understanding of human nature 
and of the effects of various stresses and of emotional 
conflict on the individual applied with sympathy, cheer- 
fulness and hopefulness are extremely effective in 
treating these patients. 

Occasionally, for patients difficult to treat, the aid of 
a psychiatrist is helpful. 


HERNIA IN GENERAL PRACTICE 
Current Problems 


EDWARD FRANCIS McLAUGHLIN, M.D. 
Philadelphia 


Hernia is a lesion which primarily concerns the 
general practitioner. His is the counsel first sought, 
his the responsibility for diagnosis, his the judgment 
which, tempered by an understanding of each patient, 
weighs the question of treatment. And after therapy 
is carried out he is the one who has to live with the 
result—good or bad. 

Certain parts of the hernia story are on pages long 
since turned, while others are on pages now before us— 
still in the reading and as yet unlearned ; much remains 
to be read. That hernia presents unsolved technical 
problems is attested by the variety of operations con- 
tinually being devised for its cure. But there are other 
nontechnical problems, some commonplace and funda- 
mental, that are overlooked, minimized or, worst of 
all, regarded as having already been solved and so dis- 
missed. Recognition and solution of these fundamental 
problems rests largely with the general practitioner, and 
their solution—even in part—would result in more 
lives being saved and more hernias being cured than 
could be insured by any technical improvement in surgi- 
cal treatment. 

Specifically I would like to stress the following cur- 
rent problems in regard to femoral hernia, associated 
lesions and elective repair in the extremes of age. 


FEMORAL HERNIA 

Although interest in femoral hernia has lagged in 
recent years, certain facts about it demand attention and 
should be widely publicized : . 

1. The incidence of incarceration and strangulation 
is higher than most physicians realize. 

2. The mortality rate is far greater than it should be. 
, 3. The percentage of elective repairs is discouragingly 
ow. 

Femoral hernia, passing as it does under Poupart’s 
ligament and through the small fixed opening of the 


femoral ring, is more prone to incarceration or strangu- 
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lation than hernia elsewhere. Jarboe,’ studying all 
femoral hernias at the Mayo Clinic from 1907 to 1946, 
found the incidence of strangulation alone to be 12 

cent. Reviewigg the cases (1944 through 1948) with 
surgical treatment at four Philadelphia hospitals 
(table 1) serving a representative cross section of the 


Taste 1—Femoral Hernias at Four Philadelphia Hospitals, 
for Years 1944 Through 1948 


Inecar- Strangu- Uncom- 
Institution cerated lated plicated Total 
Chestnut Hill Hospital.......... 4 4 5 13 
Nazareth Hospital. 6 6 21 
Graduate Hospital of the Uni- 
versity of Pennsylvania....... 4 17 2 
Germantown Dispensary and 
16 24 30 70 
28 38 61 127 


TaBLE 2.—Comparison of Incidence of Hernia in 
Various Studies 
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Incarcerated and 


Strangulated Strangulated 
Mayo, 12% 
Philavielphia, 1944-1948............... 30% 52% 


populace in areas where the family physician would be 
seeing the patient first, I found that the incidence of 
stran culation was 30 per cent. 

In Chicago McNealy, Lichtenstein and Todd,’ study- 
ing «ll cases at the Cook County Hospital from 1931 to 
1940, found an incidence of incarceration and strangu- 
lation of 55.6 per cent. This is a better grouping 
because the terms incarceration and _ strangulation, 
although differing by definition, frequently overlap in 
clinical application. In the Philadelphia cases the 
combined incidence of these two complications was 
52 per cent (table 2). 

The mortality rate in the cases of strangulated hernias 
of the Mayo study (which, of course, since it covered 
the years 1907 to 1946, included some cases managed 
in the pioneering days of modern surgery) was 23.1 
per cent; in the Philadelphia group, 13.2 per cent. 
For incarcerated and strangulated hernias combined the 
fatality rate here was 7.6 per cent, while that in 
McNealy’s study was 23.1 per cent (table 3). 

Incarceration and strangulation lead to gangrene and 
death ; the lives of patients so afflicted depend in direct 
proportion on the promptness of diagnosis and the 
speed with which the strangulation is surgically relieved. 
It is a tribute to the skill and alertness of the general 
practitioner in the areas served by the four hospitals 
whose records I studied that only 10 patients with 
gangrenous bowel were admitted during the five year 
period. .As revealed by careful review of the his- 
tories, the family physician contributed to the delay in 
only 2 instances. 

It might be well, despite the good record, to point 
out two pitfalls. One is to believe that clinically one 
can distinguish between incarceration—hernial con- 
tents simply held in the sac—and strangulation—the 

1. Jarboe, J. P.: Strangulated Femoral Hernia: A Review of One 
and, Cases, Staff Meet., Mayo Clin. 22: 225 (June 11 

2. McNealy, R. W.; Lichtenstein, M. E., and Todd, M. A.: The Diag- 

and ‘emoral 


Rosis and t of Incarcerated Strangulated F Hernia, 
Surg., Gynec. & Obst. 74: 1005 (May) 1942. 
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contents obstructed and the blood supply interfered 
with. To delay surgical repair because one believes a 
hernia to be incarcerated and not strangulated is 
unjustifiable. All such hernias symptomatic enough 
to bring up the question of differentiation should be 
regarded as “strangulating” hernias and so handled. 
Another pitfall is time-consuming and traumatic attempts 
at reducing a “strangulating” hernia. No sounder 
teaching was ever propounded than that of Dr. Eldridge 
Eliason (formerly professor of surgery at the University 
of Pennsylvania School of Medicine), who used to 
forcefully state that “if the patient who is used to 
reducing his own hernia and knows all the crooks 
and bends of his own anatomy can’t get it back then 
you can’t and shouldn’t try.” In 10 instances at the 
Mayo Clinic, as reported by Jarboe, questionably gan- 
grenous bowel was returned to the abdomen at opera- 
tion and 9 of the patients died. Why take an even 
greater chance of pushing back bowel the status of 
which one does not know? 


It is further evidence of alertness on the part of 
the family physician that nearly half of the Chicago and 
Philadelphia cases were emergencies, with patients 
brought to the operating room for surgical intervention 
before gangrene had occurred. But I do not believe 
that anyone will feel satisfied while a condition as 
potentially dangerous as femoral hernia is operated on 
in an emergency as often as it is electively. There 
were no deaths at all in the patients electively given 
surgical treatment or in the group with incarcerated 
hernia in the cases I studied (table 4). If there be 
no femoral hernia it follows that there can be no 
incarceration or strangulation. Why are not more of 
these hernias repaired electively when this happy state 
of having no hernia left to strangulate can be reached 
with such little danger ? 


TABLE 3.—Comparison of Mortality of Hernia in 
Various Studies 


Incarcerated and 


Strangulated Strangulated 
23.1% 
13.2% 7.6% 
23.1% 


TaBLe 4.—Mortality for Hernia Repair in Philadelphia Group 
of Hospitals 


Cases Deaths Percentage 
Uncomplicated... 61 0 0 
28 0 0 
38 5* 13.2 


* All in cases with gangrenous small bowel necessitating resection (10 
cases, 50 per cent mortality). 


That the principle of prophylactic surgery is generally 
accepted by the members of the medical profession is 
evidenced by the large number and proportion of ingui- 
nal hernias repaired electively every year. It must be 
presumed that if femoral hernia were discovered more 
often there would be a greater percentage of elective 
repairs for it as well. Femoral hernia is not diagnosed 
as often for three main reasons: (1) it is often asymp- 
tomatic; (2) it is not looked for, and (3) women, in 
whom this type of hernia occurs more often than in 
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men, are so infrequently checked for hernia. The 
solutions are obvious: the lesion must be kept in mind; 
it must be searched for by a careful check below Pou- 
part’s ligament as well as above when one is examining 
for hernia and by examination of more female patients 
for hernial lesions. 


TasLe 5.—Principles of Examination for Hernia 


Examiner should: 
1, Secure patient's confidence 
2. Be gentle 
. Assume comfortable, efficient position 
. Use classic methods 
A. Inspection 
B. Palpation 
Pereussion 
DPD. Auscukation 
5. Change position of patient 
Repeat examination 


- 


- 


It would not be amiss to list here some general 
principles which apply to examinations for hernia else- 
where as well as for femoral hernia (table 5 and the 
accompanying illustration ). 


ASSOCIATED LESIONS 

A practical point which has not received the publicity 
it deserves is the precipitation of symptoms in a dor- 
mant hernia by some other intra-abdominal lesion— 
usually acute. The existence of this association of 
lesions has been known for some time, but the knowl- 
edge of this relationship has been handed down almost 
entirely by word of mouth from surgeon to surgeon; 
I have not seen it written up in the literature. 

The cases that I have managed personally or that I 
know of have involved either acute inflammation or 
perforation of some intra-abdominal organ, as the fol- 
lowing detailed reports of cases from Germantown 
Hospital will illustrate. 

At least 2 of these patients who died might be alive 
today if the exciting cause of their hernia flare-ups had 
been recognized more promptly: the patient (case 1) 
with obstruction of the bowel due to adhesions about 
his appendical abscess and the patient (case 4) with 
the ruptured peptic ulcer repaired at operation. 

The cases also illustrate the way that symptoms 
are induced in the hernia either by irritating fluid (pus 
or gastric contents) settling into the sac or by disten- 
tion of bowe! secondary to obstruction or to ileus caused 
by the distant lesion. 

I have no secret formula for recognition of these 
cases, but I do wish to call attention to them. Classic 
as well as more obscure signs and symptoms of acute 
intra-abdominal lesions bear thorough investigation 
even in the presence of a symptom-giving hernia, espe- 
cially if it has just recently become so. The general 
practitioner contemplating operation must be on guard 
for this association of pathologic conditions, and if he 
is referring the case he may well save a life by reporting 
accurately his observations and his suspicions. 

If the operating surgeon is not satisfied that his obser- 
vations in the opened hernia explain the whole disease 
process, he is justified in performing a laparotomy and 
thoroughly exploring the abdomen. 


ELECTIVE REPAIR IN THE EXTREMES OF AGE 

“Too old, too young” used to be part of a singsong 
of contraindications to surgical repair of hernia when 
I was a medical student. But not any longer. Now 


A. M. A. 
24, 1949 


an infant or a patient in the older age group must have 
some other contraindication than age before the possi- 
bility of surgical treatment is dismissed. Improvement 
in anesthesia especially, and in medicine and surgery in 
general, have brought this about. Fluid balance, blood 
replacement, the sulfonamide drugs and antibiotics all 
have made elective surgical measures safer. 

The Young Patient.—It was perhaps those caring for 
hernia in children who first broke down the age barrier. 
Having to operate for incarceration and strangulation 
of hernia in exceedingly young patients and finding that 
the children did so well, unless they were already in a 
state of advanced deterioration resulting from obstruc- 
tion, some surgeons attempted elective operations, with 
such success that the practice has grown more and more 
widespread. Early operation rids the child of a burden 
to normal childhood activities and relieves the parents of 
a constant source of worry. At St. Christopher’s Hos- 
pital for Children in Philadelphia Dr. Harry Knox, 
one of the pioneers in earlier elective surgery in this 
field, has reported * that in the period of 1938 through 
1948, 22.4 per cent of 375 hernia repairs were in chil- 
dren under 2 years of age and that the relative pro- 
portion of operations in the very young child is 


“increasing each year. Ladd and Gross in their text- 


book in 1941 * attest the desirability of elective repair 
of hernia at any age, but for technical reasons they 
suggested that the child be over 1% years of age. 
Recently an article by Larsen*® at Vanderbilt Uni- 
versity School of Medicine described continued success 


Examination for hernia: A illustrates a common fault—the physician 
examining the patient for hernia with the face turned away, depending 
entirely on the sense of touch and overlooking the femoral area entirely. 
In B the examiner is comfortable—he can inspect both inguinal and 
femoral regions with ease. The patient’s head is turned away, protecting 
the physician from flecks of sputum. The right hand is used to check 
on the patient's right, the left hand for the patient’s left. 


in operations on young infants—some even newborn 
—who had inguinal hernias. I can see that it may be 
urgent in some newborn infants to control a hernia 


3. Knox, H.: Personal communication to the author. 

4. Ladd, W. E., and Gross, R. E.: Abdominal Surgery of Infancy and 
Childhood, Philadelphia, W. B. Saunders Company, 1941. . 

5. Larsen, R. M.: Inguinal Hernia in Infancy and Early Childhood, 
Surgery 25: 307 (Feb.)- 1949. 
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which is daily threatening incarceration and strangu- 
lation. How much more of a shock is the correction of 
a serious condition like this than the performance of a 
circumcision? Certainly it entails no more trauma and 
loss of blood than do some circumcisions. In general, 
however, I consider it desirable for the child to have a 
little more weight and resistance than he has in the 
neonatal period before one performs an elective herni- 
orrhaphy. These elective operations are not without 
danger, as all physicians know. For example, there 
was 1 death, an anesthetic death before operation was 
begun, in the past two years at St. Christopher's Hos- 
pital among 82 cases. Larsen reported 1 anesthetic 
death also in 115 operations. Results in the other cases 
were excellent. 

The Aged Patient.—For the older group of patients 
elective repair of hernia has been adopted more slowly 
and less generally, but it is being done increasingly. 
Although comfort of the patient is an objective, the 
avoidance of life-threatening complications of hernia 
is the main reason for elective operation in the aged 
patient. How safe has this become? At the Guthrie 
Clinic, Robert Packer Hospital, Sayre, Pa., the sur- 
geons have been interested in operations on the aged.° 
In patients over 65 years of age there were in one 
serics 2,012 operations with an over-all mortality of 
7.1 per cent. Of these, 100 were hernia cases ; 63 were 
elective repairs with no deaths, 8 were “imperative” 
operations with incarceration, no deaths, and 29 were 
emergency operations for strangulation with 2 deaths. 


Another recent study by Strenger* in the Annals of 
Suryery for February 1949 adds further weight to the 
arguinent for elective operation in the old. In a group 
of patients all over 65 years of age and many with 
intercurrent disease or disability, elective repair of 
hernia was performed on 62 patients with 1 death—a 
deat! due to cerebral tumor occurring sixteen days 
postoperatively. In 20 emergency operations performed 
because of incarceration or strangulation there were 
8 deaths. 


I feel constrained to mention one technical point. 
It has been the practice at the Germantown Hospital 
to remove the testicle and spermatic cord on the side 
of the hernia in older men, thus speeding up the opera- 
tion, permitting a more complete closure and avoiding 
cord and testicle complications postoperatively. 


There is no question whether infants or old persons 
are better without hernia; they will be more nor- 
mal and comfortable, and the complications of hernia 
cannot threaten them. There is a question how best to 
approach this desired status. I believe that the figures 
quoted give the answer—elective surgical repair— 
surgical treatment which will become even safer as 
the years go on and which the general practitioner can 
recommend with justification and confidence. 


REPORT OF CASES 


Case 1—W. V., a white man aged 59, had had left inguinal 
hernia for six years; it was symptomless and always reducible. 
One week prior to admission colicky abdominal pain developed ; 
the hernia descended and could not be reduced. The patient 
used paregoric and had some constipation. After a few days 
the hernia could again be reduced. He came to the hospital 


6. Guthrie, D., and Niles, J. S., Jr.: Elective Surgery in the Aged, 
S. Clin. Norta America 28: 1341 (Oct.) 1948. Guthrie, D.: Personal 
communication to the author. 

7. Strenger, G.: The Surgical Treatment of Hernia in the Aged, Ann. 
Surg. 129: 238 (Feb.) 1949. 
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for hernia repair. A reducible complete left inguinal hernia, 
slight abdominal tenderness and general “worn” look were 
found on examination. Preliminary general studies including a 
roentgenogram of the chest revealed essentially normal condi- 
tions. The temperature, pulse rate and respiratory rate were 
normal. The white blood cell count was 9,400 with a differential 
count of 72 per cent polymorphonuclear cells, 24 per cent 
lymphocytes, 2 per cent monocytes and 2 per cent eosinophils. 

Herniorraphy was performed three days after admission. 
After a week of smooth convalescence the abdomen became dis- 
tended and painful. The abdomen was opened and the terminal 
portion of the ileum was found to be obstructed by an inflamma- 
tory band and to manifest pressure necrosis beneath the band. 
The band was part of a resolving fibrotic inflammatory mass 
at the base of the cecum. The appendix was digested at its 
base. Evidently this was a healing abscess secondary to 
appendicitis, which in all probability gave rise to the hernia 
symptoms and abdominal pain a week prior to admission. 
The mechanism of the hernial flare-up was probably distention 
of the bowel, since peritonitis seems to have been localized. 


CasE 2—A white man had had a large left inguinal 
hernia for years. It was always reducible and gave little 
trouble. Three days prior to admission he was unable to reduce 
the hernia and had pain in it and in his abdomen. He grew 
steadily more ill and was exceedingly sick when brought to 
the hospital. On physical examination a left scrotal hernia 
was noted. It was decidedly tender on palpation, and it could 
not be reduced. The abdomen was moderately tender, with 
some distention. A diagnosis of strangulated left inguinal hernia 
was made, and an incision was made over the hernia. In the 
sac incarcerated and inflamed bowel was found, but necrosis 
was not seen. There was a moderate amount of cloudy, flaky 
fluid. An incision was made in the lower left quadrant of 
the abdomen on the suspicion that some gangrenous bowel 
might have slipped back into the peritoneal cavity. Necrotic 
bowel was not found, but the intra-abdominal loops of intestine 
were inflamed and fluid like that in the sac was in evidence. 
The incisions were closed. The patient died four days after 
operation. At autopsy a large perforated pyloric ulcer was 
found. 


Leaking gastric contents precipitated the hernial symptoms 


through irritation of the sac, inflammation of the contained 
loops and distention. 


Case 3.—J. E. K., a white woman aged 76, stated that three 
days earlier generalized abdominal crampy pain had begun. 
Nausea, vomiting and distention followed. Some gas but no 
fecal matter passed. The patient improved slightly, then 
relapsed and was hospitalized. On examination acute tender- 
ness was present all over a greatly distended abdomen. Peri- 
stalsis was audible to the unaided ear. A small hard mass, 
exquisitely tender, was found below the inguinal ligament in 
the region of the femoral canal. 

A diagnosis of (1) right femoral hernia with obstruction 
and (2) acute appendicitis was made. Incision into the sac 
of the femoral hernia revealed pus. The abdomen was opened, 
and purulent fluid was again encountered. A carcinoma of the 
cecum was found, which apparently had perforated although 
no gross opening could be found. 

Symptoms and signs were stirred up in the femoral hernia 
by the irritation of its peritoneal sac by pus. 

Case 4.—J. McD., a white man aged 65, for ten years had 
had a left inguinal hernia, reducible and held in place by a 
truss. It gave no trouble. This particular morning he awoke 
to find his hernia in the scrotum and could not get it back. 
There was much accompanying pain and tenderness in the area 
and in the abdomen. Through the day he had nausea only, but 
toward evening he began to vomit small amounts of “chocolate” 
material. Two doses of magnesium sulfate were taken. His 
general condition became progressively worse, and he was hos- 
pitalized about 7 p. m. in desperate condition. A distended, 
decidedly tender left scrotum and inguinal region were noted. 
The abdomen was boardlike. A diagnosis of peritonitis sec- 
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ondary to a ruptured appendix or perforated peptic ulcer was 
made. The scrotum was investigated through a small open- 
ing, and flaky turbid fluid was found within. The bowel was 
inflamed but readily reducible. Since the fluid suggested ulcer, 
an upper right rectus incision was made and a ruptured pyloric 
ulcer was revealed. This was closed. The patient died after 
completion of the operation. 

The irritant gastric contents settling into the hernial sac and 
inflaming the contained bowel initiated the symptoms in this 
region. 

Case 5.—M. H., a white woman aged 75, sad had inter- 
mittent attacks of severe right-sided pain accompanied with 
nausea and vomiting over a period of a few months. Three 
months before admission a left femoral hernia developed. One 
week prior to admission this swelled up and gave great pain. 
At the time of admission she also had pain in the right side. 
On examination abdominal tenderness or masses were not 
noted. An irreducible Jeft inguinal hernia was described. At 
operation the femoral hernia was opened but no contents were 
found. After its repair a laparotomy was performed and an 
old appendical abscess, almost resolved but still containing 
about 1 cc. of pus, was discovered. 

Since the abscess seemed well localized, it is probable that 
the hernial swelling was caused by distention of a temporary 
occupant loop of bowel. 

SUMMARY 

1. The lessened but still high mortality in strangu- 
lated femoral hernia is related directly to the low inci- 
dence of elective operation to cure this defect. By 
really being on the lookout for femoral hernia, by 
examining women more often for hernia and by recom- 
mending repair before complications develop the general 
practitioner will reduce the high mortality attendant on 
operations of necessity. 

2. Acute intra-abdominal lesions such as ruptured 
peptic ulcers and acute appendicitis may light up symp- 
toms in a quiescent hernia of long standing and may 
divert attention from the real trouble, thus in some 
instances resulting in loss of life. This possibility of 
associated lesions must be kept in mind. A quiescent 
hernia which suddenly becomes symptomatic must not 
divert attention from classic abdominal signs and symp- 
toms of other lesions. 


3. The mortality rate for elective hernia operations 
in infants and those in older age groups is now so low 
that repair should be advised in all cases when hernia 
is discovered, unless some definite contraindication 
exists. Complications with attendant high mortality 
will be avoided. The patients will spend comfortable 
lives. The low but definite rate of recurrence can be 
discounted when one realizes that the “recurrence” rate 
in the use of a truss is 100 per cent. 


4116 North Broad Street (40). 


Auricular Fibrillation.—It is now well known that auricu- 


lar fibrillation may occur in people without other evidence 
of organic heart disease. This is particularly true of the 
paroxysmal form of the irregularity, for transient spells are 
frequently seen in individuals who are otherwise well. Even 
persistent auricular fibrillation lasting for months or years 
without any other evidence of organic disease, subjective or 
objective, has been observed occasionally. What has not been 
sufficiently appreciated is that such patients occasionally develop 
outspoken congestive heart failure and that all evidence of heart 
disease may disappear with complete return to a normal state 
if the gross irregularity can be restored to normal rhythm.— 
Edward Phillips, M.D., and Samuel A. Levine, M.D., Auricular 
Fibrillation Without Other Evidence of Heart Disease, The 
American Journal of Medicine, October 1949. 
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MELENA: A STUDY OF UNDERLYING CAUSES 
HAROLD LINCOLN THOMPSON, M.D., Ph.D. 
and 


DeVERE W. McGUFFIN, M.D. 
Los Angeles 


Except for the female generative system, symptom- 
atic bleeding originates most commonly from the 
gastrointestinal tract. Hemorrhage from this source 
is manifest by hematemesis, the vomiting or regurgi- 
tation of blood, or by melena, which is the discharge 
of black, modified blood from the bowel. Although it 
is customary to discuss these two symptoms together, 
we have found it both expedient and enlightening to 
study them separately. The present study is a statistical 
analysis of primary pathologic conditions in 293 cases 
in which melena was a prominent symptom. It is 
an extension of a previous report’ on the underlying 
causes of hematemesis as a manifestation of gastro- 
intestinal bleeding. A discussion of the clinical features 
and treatment of conditions associated with hematemesis 
is reported elsewhere.* 

Melena is defined as the discharge from the bowel 
of black, altered blood, but in this paper the broad 
meaning of the term will be used to include the dis- 
charge of black, red or occult blood from the anus. 


CLINICAL SIGNIFICANCE OF MELENA 


Clinically melena either may coexist with or follow 
hematemesis. Furthermore, melena may appear inde- 
pendently of hematemesis. Daniel and Egan®* have 
demonstrated experimentally that as little as 50 cc. of 
blood placed in the stomach may cause a tarry stool. 
The typical tarry stool is viscid, shiny and _ black. 
Clinically it must be differentiated from the black dis- 
coloration of feces which follows the oral administration 
of iron, bismuth or charcoal, or from the dull red stool 
which sometimes appears after the ingestion of highly 
colored foods. Chemical tests are of assistance in the 
differentiation of blood from other substances of similar 
appearance in the bowel passages. 

It should be recalled at the outset that melena is a 
clinical sign; it is not a disease entity. Its appearance 
may imply primary disorder either within or outside 
the gastrointestinal tract. Melena may indicate bleed- 
ing so gradual in onset or of so slight a degree as to 
be inconsequential, or it may indicate massive hemor- 
rhage of grave or urgent necessity. Because of the 
clinical problems presented by melena, a given case 
must be evaluated from several points of view: (1) the 
site of the bleeding; (2) the underlying pathologic 
condition ; (3) the general condition of the patient, and 
(4) the application of appropriate therapy. It has 
been pointed out by Jones* and by one of us 
(H. L. T.)* that melena may have either medical or 
surgical significance. The present study is limited to 
the first two considerations, the site of the bleeding and 
the underlying pathologic conditions. 
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Since it is not within the scope of this paper, refer- 
ence must be made elsewhere * for a complete list of 
causes of gastrointestinal bleeding. 


MATERIAL FOR STUDY 


The material presented in this study was gathered 
from the case records of 293 patients with melena 
admitted to the Los Angeles General Hospital between 
July 1, 1944 and June 30, 1945. There is overlapping 
of this material during the last half of 1944 with the 
previous study on hematemesis. For this reason an 
accurate count cannot be made, but the two studies 
represent a total of at least 557 individual cases. This 
number therefore represents the admissions to the 
Los Angeles General Hospital in one calendar year 
for bleeding from the gastrointestinal tract. This total 
is not sufficiently large that each possible cause of bleed- 
ing is represented. Its chief value lies in the fact that 
it represents the magnitude of the problem at this and 
doubtless other points in this country where patients 
are concentrated. 


DISTRIBUTION OF PATHOLOGIC CONDITIONS 


The distribution of pathologic conditions responsible 
for melena according to the organs in which they 
occurred in this group of cases is represented in the 
accompanying table. The commonest cause of melena 
in this series is peptic ulcer. It is the underlying 
pathologic condition in approximately 30 per cent of 
cases. It was the commonest cause of hematemesis in 
the previous study, but the proportion of cases was 
higher, being 48.1 per cent. The cause of melena next 
in frequency in the present study is bacillary dysentery, 
representing 21.5 per cent of cases. Whereas eso- 
phageal varices were second in importance in conditions 
productive of hematemesis, they are third with respect 
to melena, with 9.2 per cent of cases. Percentages of 
cases in this series as large as 7.8 to 8.5 were repre- 
sented by carcinoma of the stomach and carcinoma of 
the colon. There were percentages of 6.1, 5.5 and 3.8 
in cases of carcinoma of the rectosigmoid, ulcerative 
colitis and diverticulitis of the colon, respectively. 
Other conditions included were represented by from 
1 to 9 cases each. 


ANALYSIS OF CASES 

The primary interest in this study was gastro- 
intestinal bleeding in the form of melena. In addition 
to the distribution of pathologic conditions in the table, 
in following sections of this report an analysis of each 
pathologic condition represented will be made with 
respect to etiologic factors, clinical features, methods 
of diagnosis and treatment with resulting mortality. 
There was a total of 293 patients admitted to the 
. Los Angeles General Hospital in one year (1944-1945) 
‘n whom melena was a prominent clinical sign; there 
is a substantial portion of each group in which hema- 
temesis also was present. This fact will be noted in 
groups of cases wherein it appears to be significant. 


PEPTIC ULCER 


Etiologic Factors.—In this study the total number of 
cases of peptic ulcer responsible for melena is 87, or 
29.7 per cent of the series. An analysis of racial 
distribution indicated that 74 cases (85 per cent) of 
ulcers associated with melena occurred in white persons. 
The balance occurred in Negroes, 7 cases; mongolians, 
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1 case ; and mixed races (Mexican), 4 cases. Seventy- 
three cases (84 per cent) occurred in males. Over 
half the cases (48, or 55.1 per cent) occurred in 
patients in the fourth through the sixth decades of life. 

Anatomic Location—The peptic ulcers complicated 
by melena were localized in the duodenum in 44 cases 
(50.5 per cent). As indicated by the clinical diagnosis 
“peptic ulcer,” the ulcers were not localized anatomically 
in 32 cases (36.9 per cent). In 10 cases (11.5 per 
cent) the ulcers were located in the stomach. Marginal 
ulcer existed in 1 case (1.1 per cent). 

Clinical Features.—In addition to melena, present in 
100 per cent of cases, this manifestation was combined 


Distribution of Pathologic Conditions in 293 Cases of Melena 
According to the Organs in Which They Occur 


Organ and Pathologic No. of 
Condition Cases PerCent Total 
Esophagus 
27 9.2 
2 0.7 
Adenomatous 1 0.3 
10.2 
Stomach 
23 7.8 
Atrophilc 1 03 
11.5 
Stomach and duodenum 
29.7 
Small intestine 
Nonspecific enteritis................... 1 0.3 
2.0 
Colon and rectum 
63 21.5 
21.5 
Carcinoma 
Colon, unspecified................. 3 10 
Colitis 
Idiopathic ulcerative colitis...... 16 5.5 
Uleerative colitis secondary to 
Nonspecific colitis.................. 1 0.3 
11 38 
4 14 
Polyposis of rectosigmoid............. 3 10 
23.9 
Miscellaneous 
Carcinoma of the pancreas............ 1 0.3 
Carcinoma of the prostate............ 1 0.3 
1 0.3 
293 9.7 


with other important clinical aspects of bleeding. Since 
estimates of the degree of melena are relative and exact 
methods of its measurement have not as yet been 
devised, the degree is indicated by grades 1 to 4. Thus 
melena of grade 4 was present in 82 cases (94.2 per 
cent) of peptic ulcer. Hematemesis was associated with 
melena in 69 cases (79.5 per cent). Melena appeared 
as the initial attack in 54 cases (62 per cent). 

Diagnosis.—The methods utilized in the diagnosis of 
peptic ulcer appeared to be of interest. A clinical 
diagnosis, unconfirmed by other methods, was made in 
28 cases (32.2 per cent). Confirmation was recorded 
in the remaining 59 cases, representing 67.8 per cent. 
Roentgenologic confirmation was obtained in 34 cases 
(39 per cent), autopsy confirmation in 14 cases rr 
per cent), surgical confirmation in 10 cases (11. 
cent) and gastroscopic confirmation in 1 case (1.1 
per cent). 
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Treatment.—In 82 cases (94.3 per cent) of peptic 
ulcer complicated by melena medical treatment exclu- 
sively was employed with a mortality of 20 cases (24.9 
per cent). Surgical treatment was utilized in 5 cases 
with a mortality of 1 case (20 per cent). The type of 
operation employed was gastric resection in 2 instances 
and gastrojejunostomy, closure of perforation and trans- 
thoracic vagus resection, each in 1 case. Although 
the series of cases is too small to determine the relative 
value of the two methods of treatment, the significant 
fact is that the gross mortality was 21 deaths, or a total 
of 24.1 per cent. 

Mortality according to decade is of apparent signifi- 
cance. There was 1 death (4.8 per cent) each in the 
fifth and ninth decades. This contrasts sharply with 
the 9 deaths (42.6 per cent of the series) in the seventh 
decade. Significant mortality also occurred in the sixth 
(3 deaths, 14.3 per cent) and the eighth (7 deaths, 
33.5 per cent) decades. 


ESOPHAGEAL VARICES 


During the year under consideration cases in which 
esophageal varices manifested bleeding in the form of 
melena numbered 27, or 9.2 per cent of the series. 

Etiologic Factors.—It is of interest that the distribu- 
tion of esophageal varices in white persons is within 0.1 
per cent of that in the group of peptic ulcers, being 85.1 
per cent (23 cases) in the former and 85.0 per cent 
(74 cases) in the latter. The predominance in males is 
the same in the two groups but the percentage of 
esophageal varices is smaller, being 63.0 per cent 
(17 cases) as against 84.0 per cent (73 cases). With 


respect to age, 15 cases, gr 55.6 per cent, occurred in 
the fifth and sixth decades. 

Pathology.—The primary pathologic condition under- 
lying esophageal varices was portal cirrhosis in all but 


2 cases (25, or 92.6 per cent). In 1 case each (3.7 per 
cent) thrombosis of the splenic vein and Banti’s dis- 
ease represented the underlying pathologic condition. 

Clinical Features—In this group of esophageal 
varices melena was massive (grade 4) in 23 cases (85.1 
per cent). The patient was admitted to the hospital 
during the initial attack in 21 instances (78.0 per cent). 
Hematemesis was associated with melena also in 21 
cases (78.0 per cent) of the series. 

Diagnosis.—In view of the fact that diagnosis often is 
difficult in esophageal varices, the means of diagnosis 
in this series appeared to be of interest. The diagnosis 
was made exclusively by clinical means in 16 cases 
(59.3 per cent). Diagnostic confirmation was obtained 
by autopsy in 10 cases (37.0 per cent) and by endoscopy 
in 1 case (3.7 per cent). Significant aspects of diag- 
nosis in this group of cases are the high percentage of 
diagnostic confirmation by autopsy and the fact that 
diagnostic confirmation was not obtained in any instance 
by roentgenologic means. 

Treatment and Mortality—Medical treatment in 
27 cases was associated with 19 deaths (70.5 per cent 
mortality) and 8 recoveries (29.5 per cent). Surgical 
treatment was not utilized in any of the cases of eso- 
phageal varices. This mortailty of 70.5 per cent is the 
highest death rate following conservative treatment of 
a benign condition productive of melena included in this 
series. 

Other Esophageal Conditions—lIn 3 cases (0.9 per 
cent of the series) other pathologic conditions of the 
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esophagus were clinically held to be responsible for 
melena. Carcinoma of the esophagus was present in 
2 cases, 0.6 per cent, and adenomatous polyp in 1 case, 
0.3 per cent. 


GASTRIC LESIONS EXCLUSIVE OF ULCER 


Gastric lesions exclusive of ulcer represented an 
important group in our series of cases. 


CARCINOMA OF THE STOMACH 


Carcinoma of the stomach represented a significant 
proportion of cases responsible for melena. There were 
23 cases, or 7.8 per cent of the group. 

Etiologic Factors ——Eighteen of the patients, repre- 
senting 78.5 per cent of the series, were in the sixth to 
eighth decades of life. White persons comprised 65,3 
per cent (15) and males 61.0 per cent (14) of the cases, 

Clinical Features—Melena was massive (grade 4) 
in 21 cases (91.5 per cent). Patients were admitted 
during what to their knowledge was the initial attack 
in 17 cases (74.0 per cent). Hematemesis, not generally 
believed to be a common feature of carcinoma of the 
stomach, was present in 9 cases (39.0 per cent of the 
series ). 

Diagnosis —We have stated previously’ that we 
believe there is too great a tendency when death results 
from gastrointestinal hemorrhage in the advanced age 
group to make an unconfirmed clinical diagnosis of 
carcinoma of the stomach. In this series such a diag- 
nosis was made in 7 cases (30.5 per cent). It appears 
of interest that surgical confirmation was obtained in an 
additional 7 cases (30.5 per cent) and autopsy con- 
firmation in 3 cases (12.9 per cent). Confirmation 
exclusive of clinical, surgical and autopsy means was 
made by roentgenographic means in 5 cases (21.8 per 
cent) and endoscopy in 1 case (4.3 per cent). 

Treatment and Mortality—Conservative or at least 
nonsurgical treatment was applied in 10 cases (43.5 per 
cent) with a hospital mortality of 9 deaths (90 per 
cent). Surgical treatment was applied in 13 instances 
(56.5 per cent) with the usual results of exploratory 
laparotomy. That is, the lesion was found to be resect- 


.able in only 3 cases (13 per cent) with a mortality of 


1 case (33 per cent). It is noteworthy that the lesion 
was nonresectable in 10 cases (43.5 per cent) with a 
mortality of 6 cases (60 per cent). This is nearly 
double the death rate in the group wherein the lesion 
was resectable. The high mortality in the conserva- 
tively treated patient doubtless resulted because the 
malignant conditions were so far advanced that surgi- 
cal treatment obviously was futile. The gross mortality, 

therefore, was 16 deaths (69.5 per cent). 


MISCELLANEOUS GASTRIC CONDITIONS 

Hiatus hernia was believed to be responsible for 
melena in 5 cases, representing 1.7 per cent of the 
series. A group which is of interest is that recorded 
as acute alcoholism, in which there were 4 cases repre- 
senting 1.4 per cent. Attention should be called to the 
fact that the diagnosis of acute alcoholism was 
without gastroscopic confirmation. Moreover, we have 
not been able to confirm gastroscopically the clinical 
diagnosis of alcoholic gastritis in any case to our knowl 
edge. Sarcoma of the stomach and atrophic gastritis 
each were represented by 1 case, or 0.3 per cent of 
series. 
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CONDITIONS OF THE SMALL INTESTINE 


Pathologic conditions occurring in the small intestine 
are numerically the smallest in the entire group. Diver- 
ticulitis of the small intestine was the clinical diagnosis 
in 4 cases, or 1.4 per cent of the series ; duodenal polyp 
and nonspecific enteritis each were present in 1 case, or 
0.3 per cent of the series. 


DISEASES OF THE COLON AND RECTUM 


Since hematemesis is the frequent, if not the exclu- 
sive manner, in which bleeding is manifest in disease 
proximal to and including the duodenum, conversely 
it would appear that melena should be the commonest 
sign of gastrointestinal bleeding in diseases distal to the 
duodenum. It is somewhat paradoxic, therefore, that 
the preponderance of pathologic conditions responsible 
for melena occur as far distally as the colon and rectum 
with so small a proportion in the small intestine. 


BACILLARY DYSENTERY 


The number of cases of bacillary dysentery was 63, 
or 21.5 per cent of this series. As a cause of melena 
dysentery was second only to peptic ulcer. 

Etiologic Factors.——Perhaps the most significant fea- 
ture is age; 46 cases (73.0 per cent) occurred in the 
first decade of life. The 36 cases occurring in white 
persons comprised 57.5 percent. The sex distribution 
was about equal with 51.0 per cent (32 cases) occur- 
ring in males and 49.0 per cent in females. 

Clinical Features—It is significant that laboratory 
contirmation of bacillary dysentery was obtained in 100 
per cent of cases. Sixty-two patients were admitted 
during the initial attack (98.5 per cent of cases). The 
grade of melena in bacillary dysentery was relatively 
low, that is, graded 1 to 2 in 36 cases (57.5 per cent). 
Hematemesis was associated with the disease in only 
1 case (1.5 per cent). 

Types of Organism.—The organisms were limited to 
the Shigella and Salmonella groups in all instances. Of 
the Shigella group, the Flexner type (paradysenteriae ) 
was present in 20 cases (31 per cent), the sonnei in 
15 (24 per cent) and the dysenteriae Boyd in 3 (4.5 
per cent). With respect to the Salmonella group, the 
morgani type was present in 24 cases (38 per cent) and 
the typhimurium in 1 case (1.5 per cent). 

Treatment.—One hundred per cent of patients were 
treated medically. There were 2 deaths, representing 
a mortality of 3.0 per cent. One was associated with 
adrenal-cortical hemorrhage, the other with acute 
hepatic necrosis. 


CARCINOMA OF THE RECTOSIGMOID 


There were a total of 18 cases of carcinoma of the 
rectosigmoid, representing a percentage of 6.1 in the 
series. 

Etiologic Factors —The most important contributory 
etiologic factor was race. Carcinoma of the recto- 
sigmoid occurred in white persons in 17 cases (94.5 
per cent). Age was the next most important factor, 
carcinoma occurring in the seventh and eighth decades 
in 12 cases, 67.0 per cent of the series. This lesion 
occurred in the male sex in 10 instances (56.0 per cent). 


Clinical Features——The patient was admitted during 
his initial attack of melena in 16 cases (89.0 per cent). 
Massive melena (grade 4) was present in 15 cases (83.5 
per cent). An interesting feature is that there was 
associated hematemesis in 2 cases (11.0 per cent) in 
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which no other pathologic condition beyond carcinoma 
of the rectosigmoid was discoverable. 


Diagnosis —A clinical diagnosis only was made in 7 
cases, or 39.0 per cent of the series. The diagnosis 
was confirmed by endoscopy in a total of 6 cases (33.5 
per cent) and endoscopy with biopsy in 5 cases (28.0 
per cent). The diagnosis was confirmed by autopsy in 
3 cases (16.5 per cent) and by surgery in 2 cases (11.0 
per cent). 


Treatment.—Nonsurgical treatment was employed in 
10 cases, or 55.5 per cent, with a mortality of 9 cases 
(90.0 per cent). This mortality rate is the same as 
that which followed nonsurgical treatment of carcinoma 
of the stomach complicated by melena. Surgical treat- 
ment was employed in 8 cases, 44.5 per cent, with mor- 
tality amounting to 5 cases (62.5 per cent). Here 
again it must be realized that the high mortality in the 
untreated and nonsurgically-treated groups in all prob- 
ability is because of the advanced state of the malignant 
condition in many of the patients on admission to the 
hospital. 

IDIOPATHIC ULCERATIVE COLITIS 

It is well known that idiopathic ulcerative colitis is 
a common cause of melena. There were 16 cases of 
this condition, or 5.5 per cent of the series. 


Etiologic Factors—Of the contributory factors, the 
white race was represented in 15 cases (93.7 per cent) 
and the male sex in 10 cases (63.0 per cent). In 8 
cases, or 50.3 per cent, the ages of the patients were 
within the third decade. 


Clinical Features.—In the cases of ulcerative colitis 
the patient was admitted during the initial attack of 
melena in 12 cases (75.0 per cent). The melena was 
extensive (grade 4) also in 75.0 per cent of cases. 


Diagnosis —A clinical diagnosis only was made in 
3 cases (18.7 per cent). Endoscopic and laboratory 
confirmation was obtained in 6 cases (37.5 per cent), 
autopsy confirmation in 5 cases (30.1 per cent) and 
roentgenologic confirmation in 2 cases (12.5 per cent). 

Treatment.—Medical treatment was utilized in 14 
cases (87.5 per cent) with a mortality of 5 cases (35.6 
per cent). Surgical treatment was successfully utilized 
in 2 cases (12.5 per cent) without mortality. 


COLITIS EXCLUSIVE OF ULCERATIVE COLITIS 


As reference to the accompanying table will reveal, 
there were 9 cases of colitis secondary to uremia repre- 
senting 3.1 per cent of the series and 1 case of non- 
specific colitis representing 0.3 per cent of the series. 


DIVERTICULITIS OF THE COLON 


The total number of cases of diverticulitis of the 
colon was 11, or 3.8 per cent of the series. 


Etiologic Factors —Of the contributory causes, the 
white race was most important with an incidence of 9 
cases (72.7 per cent) and the female sex was next with 
an incidence of 7 cases (63.6 per cent). Seven of the 
11 cases, or 63.6 per cent, occurred in the sixth and 
seventh decades of life. 


Clinical Features—The patient was admitted in the 
initial attack in 10 cases (90.9 per cent) and with 
melena of grade 4 in 7 cases (63.6 per cent). As in 
carcinoma of the colon, there was associated hema- 
temesis, except that in diverticulitis it was limited to 
1 case, or 9.1 per cent of the series. 

Anatomic Site—In the majority of instances the 
diverticulitis was present in the descending and sigmoid 
colon, being represented by 7 cases, or 63.6 per cent 
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of the series. Diverticulitis was present in the trans- 
verse colon in 3 cases (27.3 per cent) and in the ascend- 
ing colon in 1 case (9.1 per cent). 

Diagnosis and Treatment.—In all instances (100 per 
cent) diagnostic confirmation was obtained by roent- 
genologic means. Likewise, medical treatment was 
employed in all cases without mortality. 


OTHER CONDITIONS OF THE COLON 


As reference to the table will disclose, there were 4 
cases of intussusception, or 1.4 per cent, and 3 cases 
of polyposis of the rectosigmoid, or 1.0 per cent. Like- 
wise, there was | case of stricture, representing 0.3 per 


cent of cases. a 
MISCELLANEOUS 


In 3 instances, representing 0.9 per cent of the series, 
miscellaneous cases’ were recorded in the table. The 
underlying pathologic conditions included 1 case of 
carcinoma of the pancreas, 1 of carcinoma of the pros- 
tate and 1 of splenomegaly. 


COMMENT 


The present report is based on 293 cases of gastro- 
intestinal bleeding in which melena was a prominent 
clinical sign. The study has been made from the points 
of view of (1) the site of origin of the bleeding and 
(2) the underlying pathologic condition. Anatomically, 
the sources of hemorrhage included all portions of the 
gastrointestinal tract from the esophagus to the rectum, 
inclusive. The anus, where bleeding from internal 
hemorrhoids commonly originates, was not included 
in this study for obvious reasons. The degree of melena 
was marked (grade 4) in all groups except that of 
bacillary dysentery. 

In the largest single group of cases peptic ulcer was 
the pathologic condition from which melena originated. 
Bacillary dysentery was second in frequency as a cause 
of melena. The next largest number, exclusive of 
bacillary dysentery, was comprised of diseases of the 
colon and rectum. Otherwise, with respect to the ana- 
tomic origin of hemorrhage the cases were fairly evenly 
distributed between the esophagus, stomach and colon 
with a relatively small number, exclusive of peptic ulcer, 
originating in the small intestine. There is a miscel- 
laneous group in this as in nearly every series reported 
in the literature. In this instance it is unusual, in that 
it contained the remarkably small number of 3 cases. 

There were 87 cases of peptic ulcer, representing 29.6 
per cent of the series. In the present group there was 
the usual predominance of duodenal ulcer in white males. 
It is worthy of note that 55 per cent of cases occurred 
in the fourth through the sixth decades, a factor of 
importance when correlated with mortality. In light 
of the concepts of Finsterer,* Gordon-Taylor,’ Heuer * 
and Allen,’ gastrointestinal hemorrhage is a much more 
serious condition in patients over 45 years of age. 
Under certain conditions surgical treatment should be 
employed in cases within this age group. Although 
it was employed as a method of therapy in a relatively 
small proportion in this series, it is of some interest 
that there was a lower mortality of 20 per cent for surgi- 
cal treatment as against 24.9 per cent when nonsurgical 
treatment was employed. e fact that the propor- 


6. Finsterer, H.: Operative Treatment of Severe Gastric Hemorrhage 
of Ulcer Origin, Lancet 2: 303-305, 1936. : 
7. G.: The Attitude of Surgery to Hematemesis, Lancet 

: 811-815, 1935. 

8. Heuer, G. J.: The Surgical Aspects of Hemorrhage from Peptic 
Uleer, New England J. Med. 235: 777-782, 1946. 

9. Allen, A. W.: Acttte Massive Hemorrhage from the Upper Gastro- 
Intestinal Tract, Surgery 2: 713-731, 1937. 
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tion of surgically treated patients in the present group 
is small no doubt is responsible for mortality as low as 
20 per cent. It will be interesting to ascertain the mor- 
tality resulting from the program of surgical treatment 
of peptic ulcer complicated by hemorrhage now under 
way at this hospital. 

There was associated hematemesis in 79.5 per cent 
of cases of peptic ulcer. We have shown previously? 
that the mortality in peptic ulcer complicated by hema- 
temesis ranges from 20 to 36 per cent. It is noteworthy 
that gastroscopic confirmation was employed in so small 
a proportion as 1.1 per cent of cases. 

There were 27 cases, 9 per cent, in which esophageal 
varices were complicated by melena. Certain similari- 
ties with respect to etiologic factors and clinical features 
in the groups of peptic ulcer and esophageal varices have 
been brought out in the text. Diagnostic confirmation, 
however, was more difficult to obtain in esophageal 
varices, particularly during the stage of active bleeding. 
The highest death rate in the nonmalignant conditions 
occurred in cases of esophageal varices. It reached the 
significant proportion of 70.5 per cent. This figure 
indicates the urgent nature of gastrointestinal bleeding 
from this source. 

The highest mortality rates in this study of melena 
occurred in cases of carcinoma. As an important cause 
of bleeding, carcinoma of the stomach is significant not 
so much from the standpoint of incidence (23 cases) 
as from the extremely high mortality of 90 per cent, 
which resulted from bleeding in the nonsurgically 
treated cases. Likewise, it is important to note that 
78.5 per cent of cases occurred between the sixth and 
eighth decades of life, a factor of apparent significance 
for the same reason that bleeding from peptic ulcer is 
more important in the older ages. Of the 13 cases in 
which surgical exploration of the stomach- was per- 
formed, the lesion was found to be nonresectable in 10. 
In the group where nothing more than exploration 
and/or palliative procedures were performed, the mor- 
tality reached the discouraging high of 60.0 per cent. 
Gross mortality in carcinoma of the stomach associated 
with melena in this series reached 69.5 per cent. 

Of the miscellaneous sources of hemorrhage from the 
stomach, hiatus hernia heads the list with 5 cases, or 
1.7 per cent of the series. 

‘ The most remarkable feature with reference to condi- 
tions of the small intestine is the small number of cases. 
Exclusive of peptic ulcer there were only 6 cases in the 
entire group, representing 1.4 per cent of the series. 

Of conditions localized in the large intestine, the 
largest number, 63 (21.4 per cent), was comprised of 
cases of bacillary dysentery. Significantly, 73 per cent 
of cases occurred within the first decade. Another 
important fact is that laboratory confirmation with 
classification of the offending organism was obtained in 
100 per cent of cases. The grade of melena was rela- 
tively small (grade 2). Mortality was low (2 cases). 

The 18 cases of carcinoma of the rectosigmoid com- 
prised 6.1 per cent of the group. The incidence was 
slightly higher in males, and 67 per cent of cases 
occurred in the seventh and eighth decades. Hema- 
temesis was reported with melena in 2 cases. Important 
mortality occurred in carcinoma of this region. In 
cases in which surgical treatment was employed, the 
mortality was 62.0 per cent as contrasted with 90 per 
cent in the group wherein nonsurgical treatment was 
utilized. There is no dovbt but that nonsurgical treat- 
ment was applied in the latter group because of the 
advanced stage of the disease. 
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There were 16 cases of idiopathic ulcerative colitis, or 
5 per cent of the series. Most of the patients were 
white males, and one half of the patients were in the 
third decade of life. Diagnostic confirmation was 
obtained in all but 18.7 per cent of cases. Surgical 
treatment was applied in only 2 cases, 12.5 per cent, 
without mortality; medical treatment was given in 14 
cases with the high mortality in this condition of 
35.6 per cent. 

The total number of cases of diverticulitis of the 
colon was 11, or 3.8 per cent of the group. This is the 
only condition in this study in which the occurrence 
predominated in females (63.6 per cent). There was 
associated hematemesis in 1 case. All portions of the 
colon were affected, with 63.6 per cent occurring in the 
descending colon and sigmoid. Nonsurgical treatment 
was carried out in all cases without mortality. 

In the group of miscellaneous conditions of the colon, 
there was 1 case each of carcinoma of the pancreas and 
prostate with metastasis to the colon and I case of 
splenomegaly. 

It is fully appreciated that in many groups in this 
study the number of cases is too small for accurate 
statistical evaluation. 


2202 West Third Street, Los Angeles. 
1632 Moreno Drive, Glendale, Calif. 


CLINICAL EVALUATION OF VARIOUS TESTS 
FOR OCCULT BLOOD IN THE FECES 


STANLEY O. HOERR, M.D. 
WILLIAM R. BLISS, M.D. 
and 
JAMES KAUFFMAN, M.D. 
Columbus, Ohio 


In these days of cancer consciousness members of 
the medical profession are especially alert to the need 
for early diagnosis in all forms of malignant growth. 
It occurred to us that one of the standard tests for 
occult blood in the feces might be utilized as a screening 
test for gastrointestinal cancer, since this type of malig- 
nant lesion is so often accompanied with occult blood 
in the feces. The present study was designed to deter- 
mine whether such a test could usefully be employed as 
a routine in office or hospital to aid in directing atten- 
tion to the gastrointestinal tract in patients who might 
not have outstanding digestive symptoms. 

Although various tests for occult blood in the feces 
have been employed by the members of the medical 
profession for many years, literature concerning actual 
clinical utility of the tests is sparse. It would appear 
that they are chiefly used as a check on the effectiveness 
of treatment in patients with known gastrointestinal 
lesions such as duodenal ulcer, in whom persistent 
bleeding is assumed to denote persistent activity of the 
lesion. Standard laboratory textbooks describe the 
technic for performing one or more of the tests.’ 


From the Department of Surgery, University Hospital, Ohio State 
University College of Medicine. 

Technical advice and assistance were given by Drs. Harry L. Reinhart 

George Shinowara of the Department of Pathology, Ohio State Uni- 
versity College of Medicine. 
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Investigative work has been largely directed toward 
a determination of the quantitative sensitivity of the 
various tests? and toward an elucidation of factors 
affecting this sensitivity or producing falsely positive 
reactions.* In a survey of the available literature, we 
were unable to find a single study evaluating the use- 
fulness of such a test as an adjunct to a complete 
diagnostic work-up of a patient, comparable to the 
universally employed blood count and urinalysis. 

It has been emphasized by many writers that it is 
desirable to place the patient on a meat-free diet for 
several days before the stool is tested in order to avoid 
false positive reactions for occult blood from ingested 
food. It was concluded at the outset of this study that 
such preliminary dieting was out of the question if 
the test were to be used widely without specific indi- 
cations. In this study no patients had any dietary 
restrictions not imposed by the nature of their illness, 
and stools were taken as they came. Three standard 
tests for occult blood were employed in the study: 
benzidine, orthotolidine and guaiac. 


FACTORS AFFECTING TESTS FOR OCCULT BLOOD 

Tests for occult blood in the feces are affected by the 
level of origin of the blood in the gastrointestinal tract, 
the type and quantity of food eaten by the patient at the 
time of bleeding and the rapidity of the progress of the 
blood from its origin to defecation. No attempt has 
been made in this study to take into account such 
variables, since it was reasoned that the accuracy of the 
end result was the only feature of consequence, irrespec- 
tive of the many different factors which enter into that 
result. However, some of these variables were studied 
for our own information. The results of the studies 
corresponded closely with those recorded in the 
literature. 

The three reagents used were tested in vitro for 
sensitivity to blood. Sensitivity in sixty seconds was 
roughly as follows: benzidine was positive with blood 
in 1: 100,000 dilution, orthotolidine was positive with 
blood in 1: 20,000 dilution, and guaiac was positive in 
ranges from 1: 1,000 to 1: 5,000, depending on the age 
of the blood and the hemoglobin concentration. 

Equal quantities of blood were mixed with samples 
of human gastric juice of both high and low total acidity 
(previously proved to be negative for occult blood) 
and with equivalent amounts of isotonic sodium chloride 
solution. The mixtures were incubated for an hour at 
body temperature and tested quantitatively for occult 
blood by means of serial dilutions. Proportionately 
greater amounts of the gastric juice mixture were 
required to produce a positive test than of the saline 
controls, proving that in vitro there is a partial imacti- 
vation of the blood by the action of gastric juice. 

It was verified that ferrous sulfate taken orally in 
sufficient amounts to result in a black stool will produce 


2. Andrews, J. S., and Oliver-Gonzalez, J.: Quantitative Determina- 
tions of Blood in Human Feces, J. Lab. & Clin. Med. 27: 1212-1217, 
1942. Daniel, W. A., and Egan, S.: Quantity of Blood Required to 
Produce a Tarry Stool, J. A. M. A. 113: 2232 (Dec. 16) 1939. Kir- 
schen, M.; Sorter, H., and Necheles, H.: Occult Blood with Note on Use 
of Carmine for Marking of Stools, Am. J. Digest. ®: 154-156, 1042. 
Pincussen, L.: Immunologic Test for Human Blood and Human Protein 
in Stools, J. Lab & Clin. Med. 26: 1030-1031, 1941. Schiff, L.; Stevens, 
R. J.; Shapiro, N., and Goodman, S.: Observations on Oral Administration 
of Citrated Blood in Man; Effect on Stools, Am. J. M. Sc. 203: 409-412, 


; Some Observations Relating 

to Its Clinical Application, J. Lab. & Clin. Med. 14: 1087-1091, 1929. 

Johnson, A. S., and Oliver, E. B.: Effect of Ingested Iron on Tests for 

26: 727-728, 1941. Kaufmann, W.: Zur 

Methode einer Zeitgemassen Magendarmdiagnostik. Guajac oder Benzidin 

zum Nachweis Occulter Biutungen? Med Welt 14:771-773, 1940. 

Schwartz, S. O., and Vil, C. S.: Benzidine-Negative Stools During Iron 
Therapy, J. Lab. & Clin. Med. 32: 181-184, 1947. 
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a weakly positive guaiac test. (Benzidine does not 
react with iron.) 
positive guaiac test in concentrations of 1:50. Fifteen 
cubic centimeters of freshly drawn human blood was 
swallowed by 4 normal human controls on a meat-free 
diet, and as a result in each instance the stools gave a 


positive reaction to the guaiac test. 


BENZIDINE 


ORTHOTOLIDINE 


pen 


2s- GuAIAC 


. 


Fig. 1.—Occult blood in feces as determined by positive tests with 
initial stool from 92 unselected hospital patients without dietary prepara- 


tion. Benzidine and orthotolidine are too sensitive for use as reagents 
in stool tests of patients on a regular diet. 


MATERIALS AND METHODS 

The material for the study consisted of 264 stool 
specimens collected from 140 unselected hospital 
patients with all variety of illnesses from various hos- 
pital services. None of the patients was placed on a 
special diet designed to render the stool free from 
foods affecting the tests. There was no attempt to make 
a clinical correlation between the gastrointestinal dis- 
eases, if any, of these patients and the results of the 
various tests, until the study was concluded. Benzidine 
reagent was made up fresh each day by mixing the 
crystals with glacial acetic acid in the proportion of 
1 Gm. of benzidine to 10 cc. of glacial acetic acid. 
Guaiac reagent was also made up fresh daily by mixing 
powdered guaiac and 95 per cent alcohol in the pro- 
portion of 1 Gm. to 5 cc.—enough to produce a satu- 
rated solution. The orthotolidine reagent was a 4 per 
cent solution in glacial acetic acid, kept in a brown 
bottle and made up fresh at intervals of one month. 

In the first part of the study there was a simul- 
taneous comparison of the three tests on each stool 
specimen. Two grams of the stool specimen was 
weighed out and placed in a test tube, and 10 cc. of 
isotonic sodium chloride solution was added. The tube 
was shaken until there was a uniform suspension. One 
cubic centimeter of this suspension was pipetted into 
each of three test tubes. To the first tube, 1 cc. of 
benzidine reagent and 1 cc. of hydrogen peroxide was 
added ; to the second, 1 cc. of orthotolidine reagent and 
1 cc. of hydrogen peroxide; to the third, 0.5 cc. of 
guaiac reagent, 0.5 cc. of glacial acetic acid and 1 cc. of 
hydrogen peroxide. In each instance, therefore, the test 
was run on 0.2 Gm. of feces diluted to 3 cc., with more 
than sufficient quantities of the various reagents. Color 
changes were noted thirty seconds and sixty seconds 
after the addition of the hydrogen peroxide. For all 
three tests change to blue or dark green was taken as 
positive. The tests were all performed and recorded 
by specially trained technicians. 
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At the conclusion of the study it was noted that there 
were few instances in which there had been a color 
change at sixty seconds when there had not been one 
at thirty seconds. There were only 2 such instances 
with the benzidine test and 2 with the orthotolidine 
test, less than 2 per cent of the total, and only 8 with the 
guaiac test, an incidence of about 5 per cent. For this 
reason it was decided to count as positive only those 
changes occurring within thirty seconds. There was no 
effort made to grade the intensty of the reaction, since 
it was considered that this gave too much leeway to 
individual differences of interpretation. “Questionably 
positive” reactions were for the same reason accounted 
as negative reactions for all three tests. This insistence 
on an unambiguous positive seemed justifiable to us if 
we were to keep false positive reactions at a minimum. 
The guaiac test had the greatest number of ambiguous 
reactions, but they were actually less than 10 per cent of 
the total and about half of these were eliminated by 
taking the reading at thirty seconds. 


OF BENZIDINE, ORTHOTOLIDINE 
AND GUAIAC TESTS 


In figure 1 are shown the results of a comparison of 
reactions to the benzidine, orthotolidine and guaiac 
tests as carried out on the initial stool of 92 unselected 
hospital patients, none of whom had been on any special 
diet. It may be seen that 95 per cent of the stools were 
positive by the benzidine test, 87 per cent by the 
orthotolidine test and 22 per cent by the guaiac test. A 
further analysis of these figures taking into considera- 
tion all the stool specimens (133) tested on these 
92 patients did not alter the results appreciably. It 
was therefore concluded that the benzidine and ortho- 
tolidine reagents were entirely too sensitive for 
routine use in a screening test on patients who had 
not been given a special diet, since only a small pro- 
portion of these 92 patients later proved to have any 
evidence of organic disease of the gastrointestinal tract. 
Attention was then focussed on the guaiac test. 


COMPARISON 


TT S NANT 


_ Fig. 2.—Occult blood in feces as determined by guaiac tests with 
initial stool from 140 unselected hospital patients without dietary prepara 
tion. Results were 80 to 90 per cent consistent with clinical observations. 


CLINICAL ACCURACY OF THE GUAIAC TEST 


In figure 2 may be seen the result of the guaiac test 
made on the first stool obtained from 140 unselected 
hospital patients, none of whom had been on any 
special diet. In 39 of these patients reaction of this 
initial stool to the guaiac test was positive, and included 
in this group were 5 patients who had an ulcerative 
gastrointestinal malignant lesion, 26 patients who 
other good clinical cause for a positive result and 
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8 patients in whom no reason for the positive reaction 
to the test was found. Among the 101 patients in 
whom the first stool obtained gave a negative reaction, 
there were 3 patients who had an ulcerative gastro- 
intestinal malignant lesion. These 3 patients represent 
a clear failure of the test as a potential means of detect- 
ing gastrointestinal malignant growth. 

Further details concerning the 39 patients, whose 
initial stool test was guaiac positive are given in table 1. 
In interpreting the positive result one must recall the 
wide variety of lesions which may give rise to occult 
blood in the stool, apart from such obvious origins 
within the gastrointestinal tract as esophageal varices, 
gastric and duodenal ulcerations, hiatus hernia, hemor- 
rhoids and cancer. Blood may be ingested which 
originates from nose bleed, bleeding gums and even 
hemoptysis. There are constitutional diseases which 
tend to produce hemorrhage into the gastrointestinal 
tract although there are no primary. gastrointestinal 
lesions; this type of bleeding may occur in thrombo- 
penic purpura, leukemia and terminal nephritis. Finally, 
excessive ingestion of meat may produce a false posi- 
tive reaction, as may the ingestion of sufficient iron 
to produce a black stool. (Ferrous sulfate in doses 
of 12 grains, 0.78 Gm., daily may give such a result.) 
Among the 39 patients for whom data are shown in 


Taste 1—Occult Blood in Feces; Positive Guaiac 
Reaction—39 Patients 


Benign bleeding gastrointestinal 17 
Gustrointestinal malignant growth.......... 5 
Extrinsie malignant lesion invading gastrointestinal tract..... 1 
Bleeding diathesis (levkemia, 6 
Fron theta 1 
Hich protein Glet? 1 


table | there were 17 patients who had benign lesions 
capalle of bleeding, 5 patients with gastrointestinal 
cancer, 1 patient with cancer extrinsic to the gastro- 
intestinal tract but invading it, 6 patients with a bleeding 
diathesis resulting from lymphatic leukemia, aplastic 
anemia and the like, 1 patient who had been on massive 
iron therapy and 1 patient with infectious hepatitis, in 
whom the positive stool might have resulted from a 
high protein diet. About half of these 39 patients thus 
had an intrinsic organic gastrointestinal lesion, and 
about one fifth had no clinical reason whatever for a 
positive stool reaction. In 4 of 5 patients, therefore, 
the positive test correlated well with the clinical 
observations. 


In table 2 may be seen a breakdown of the clinical 
diagnoses in the 101 patients whose first stool was 
negative to the guaiac test. In 71 of these patients 
there was no reason to expect blood in the stool. Twelve 
patients had benign gastrointestinal lesions which might 
or might not be actively ulcerative, such as chronic 
duodenal ulcer. (Since these lesions need not neces- 
sarily bleed, their existence is not regarded as incon- 
sistent with a negative test.) Eighteen patients -had 
malignant disease, and in 15 of these there was no 
reason to expect blood in the feces. These diseases 
included nonulcerative lesions of the tongue, tonsils, 


pharynx, esophagus, gallbladder and pancreas. There 


Were 2 patients who had a nonulcerative polyp of the 
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rectum with carcinoma at the base and 6 patients who 
had an intra-abdominal malignant growth which did 
not involve the gastrointestinal tract. However, there 
were 2 patients with carcinoma of the stomach and 
1 with an ulcerating carcinoma of the rectum. Neither 
of the patients with carcinoma of the stomach had 


TABLE 2.—Occult Blood in Feces; Negative Guaiac 
Reaction—101 Patients 


Benign gastrointestinal lesions + ulceration.................... 12 
Nonulcerative lesions: 1 
1 
2 
1 
1 
1 
2 
Intra-abdominal but outside gastrointestinal tract..... 6 
Ulcerative carcinoma of 1 


significant anemia at the time of hospitalization, and 
presumably they were not bleeding sufficiently to pro- 
duce a guaiac-positive stool. There is no explanation 
for the negative stool in the patient with the ulcerative 
carcinoma of the rectum. 


Although the over-all result of the guaiac test on the 
initial stool of these 140 patients would seem to corre- 
late well with the clinical diagnosis in about 80 per cent 
of cases when the test is positive, and better than 90 per 
cent when the test is negative, it is to be noted that only 
5 of the 8 patients with ulcerative, malignant lesions of 
the gastrointestinal tract included in this series gave 
a positive stool test. Moreover, it is necessary to know 
how carefully these 140 patients were studied from the 
standpoint of the gastrointestinal tract, in order to be 
certain that additional lesions were not overlooked in the 


group with the guaiac-negative stools. Data in table 3 


indicate the thoroughness of the gastrointestinal study. 
In 86 patients a definite diagnosis was arrived at by 


TaBLeE 3.—Occult Blood in Feces; Gastrointestinal Studies 
in 140 Patients Surveyed 


Initial Guaiac Test 
Inconsistent 
Positive diagnosis by 
Roentgen ray 
Operation 
Postmortem examination 


or 
Complete roentgenologic study of gastro- 3 positive 
86 6 3 negative 
No roentgenologic study of gastrointestinal 
tract, or study revealing essentially 


54 5 (all positive) 


means of surgical operation, gastrointestinal roentgeno- 
logic study or postmortem examination ; in patients in 
this group who had no gastrointestinal disease, roentgen 
examination of the entire gastrointestinal tract had 
revealed essentially normal conditions. These patients 
may be presumed to have been adequately studied. 
The initial stool in this group of 86 patients gave a 
response to the guaiac test regarded as inconsistent with 
the clinical diagnosis in 6 instances, and of these 3 were 
guaiac positive and 3 were guaiac negative. In the 
remaining 54 patients there were either no roentgeno- 
logic studies of the gastrointestinal tract or partial 
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studies which revealed essentially normal conditions. 
Although none of these patients would be expected to 
have occult blood in the stool, 5 had a positive guaiac 
reaction. It is possible that further investigation would 
have revealed that the test was not at fault and that 
there was a good reason for the positive result; it is 
also possible that more thorough roentgenologic studies 
might have uncovered a gastrointestinal malignant 
lesion in patients whose stools were negative for occult 
blood, even though there appeared to be no clinical 
indication for obtaining such roentgenograms. In a 
screening test it is not the positive results which do not 
represent an organic lesion which are worrisome but 
the negative result which may lull one into a false sense 
of security. 

Since the saline suspension method of carrying out 
the guaiac test is cumbersome for office use, a com- 
parison was made between the results of the guaiac tests 
when performed on a saline fecal suspension and when 
performed on feces smeared directly onto filter paper. 
The results in 113 stool specimens are shown in table 4. 
In 104 instances the two methods gave identical results, 
and results with saline suspension and filter paper were 
either both positive or both negative. In 3 instances the 
saline suspension was positive and the filter paper was 
negative. This is the significant error between the two 
methods, because, as already noted, it is potentially 
more disastrous to the patient to have a false negative 
test than to have a false positive. In 6 instances the 
result by the saline suspension method was negative but 
that with the filter paper was positive. It was con- 
cluded, therefore, that the filter paper method was 
sufficiently accurate for office use. 


OFFICE TECHNIC FOR GUAIAC TEST 
The method that is advocated for use of the guaiac 


test as an office procedure is one that can conveniently - 


be carried out by the examining physician himself and 
does not need to be relegated to a technician. It is 
outlined in figure 3. The patient may bring with him a 
small piece of feces which he has removed from the 
toilet bowl with a throat stick and placed in a small 
cardboard container. The physician may take another 
throat stick and smear a small amount of feces onto 
the filter paper. An even simpler method follows a 
digital examination of the rectum, in which there is 
almost always a bit of feces clinging to the gloved finger 
which may be smeared directly onto filter paper. The 
three reagents necessary, the guaiac solution, glacial 
acetic acid and hydrogen peroxide, are easily kept in 
small standard drop-bottles. The strength of the guaiac 
solution is not a critical factor, and any saturated solu- 


TaBLe 4.—Occult Blood in Feces: Guaiac Test* 


104 
Suspension positive 3 

Suspension negative 6 


* Comparisons in 113 Instances between saline fecal suspension and 
feces smeared onto filter paper. 


tion of guaiac crystals in 95 per cent alcohol is satis- 
factory. This solution will be stable for at least one 
month according to our own experience and probably 
for much longer. (Tests were made simultaneously 


with guaiac solution kept in a bottle and guaiac solu- 
tion mixed up fresh; for the one month period over 


which the experiment extended, there was never any 
difference in the results.) Glacial acetic acid will keep 
indefinitely. Hydrogen peroxide is best kept in a brown 
bottle and in the refrigerator, otherwise it will lose its 
strength. Any solution of hydrogen peroxide which 
bubbles is still of satisfactory strength. One or 2 drops 


ARE POSITIVE 
Fig. 3.—Office technic of performing guaiac test for occult blood in feces. 


of each solution is placed in sequence on the filter 
paper, and the test is read within thirty seconds. The 
result is positive if the color appears blue or dark green 
within thirty seconds. Any other color changes, or 
delayed color changes, are to be regarded as negative. 

It is to be stressed again that any test for occult blood 
in the feces will not do the thinking for the clinician. 
If there are gastrointestinal complaints, a gastro- 
intestinal investigation is indicated irrespective of the 
results of the test. However, the high proportion of 
positive reactions to guaiac tests which represent 
organic bleeding should lead one to take with serious- 
ness each positive result. If there seems to be no 
clinical reason for the bleeding, it is safest to repeat 
the test without dietary preparation of the patient; 
if reaction to the test should prove to be positive again 
an explanation must be found. 

It is recognized that the test as reported here was 
tised on hospital patients. Further studies are projected 
in which the test is to be used on dispensary and office 
patients. It is possible that in such patients there will 
be a higher proportion of false positive reactions. 


SUMMARY AND CONCLUSIONS 

1. The results of a series of tests for occult blood 
in the stools of 140 unselected hospital patients, none 
of whom was given a special diet for the tests, are 
recorded. These patients had a wide variety of diseases. 

2. Benzidine and orthotolidine are too sensitive to 
be useful reagents for routine testing of stools from 
patients who have not been prepared with a meat- 
free diet. 

3. The guaiac test is not too sensitive for use on 
stools from unprepared patients eating their usual food. 

4: The guaiac test is valid when performed on feces 
smeared directly onto filter paper; it may be used on 
feces from a rectal glove. 

5. The guaiac test is suitable for office use, requiring 
only three easily obtainable reagents which retain their 
stability for at least one month. 
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6. In a positive guaiac reaction there must be a 
definite change to blue or dark green within thirty 
seconds after the hydrogen peroxide is added. 

7. Positive guaiac reactions denote significant organic 
bleeding in a high proportion of cases. 

8. Negative guaiac reactions do not rule out the exis- 
tence of organic disease of the gastrointestinal tract, 
including malignant growth. 


9, Because of the simplicity of the guaiac test and the 
relative clinical accuracy of a positive reaction, routine 
use of the test on a par with the blood cell count and 
urinalysis is recommended. 


613 East Broad Street. 


ABSTRACT OF DISCUSSION 


ON PAPERS BY DRS. HOERR, BLISS AND KAUFFMAN 
AND DRS. THOMPSON AND MC GUFFIN 


Dr. J. Epwarp Berk, Philadelphia: One problem that 
arose in the recent war was the loss of man-hours due to 
prolonged hospitalization of military personnel. It was found 
that an important cause of this was a positive reaction for 
occult blood on examination of the feces. This observation 
led to hospitalization and protracted diagnostic studies in search 
of a lesion responsible for the occult blood indicated by the 
positive result. When it was pointed out that the unmodified 
benzidine test, which was the one usually employed, was 
extremely sensitive and when a less sensitive test was substi- 
tuted, the loss of man-hours was reduced. The Alvarez and 
Wright modification of the Gregerson benzidine test has been 
employed by many clinicians to reduce the supersensitivity of 
the ordinary benzidine test and thereby enhance its significance. 
The modification differs from the ordinary benzidine test chiefly 
throug! the use of barium peroxide. I have employed the 
modified benzidine test for a long time and have found it of 
such a vrade of sensitivity that a positive result is of real value. 
I have made no comparative studies with guaiac, but I wonder 
whether Dr. Hoerr and his associates compared the modified 
benzidine test with the guaiac test. 

Dr. Z. T. Bercovitz, New York: Amebic granuloma occurs 
in the same locations as carcinoma of the large bowel and 
roentgenologically is almost indistinguishable. Stool exami- 
nations even after purgation with magnesium sulfate (epsom 
salt) may be entirely negative because the amebas are deep- 
seated and may never reach the mucosa. However, there is 
now available the complement fixation test, done at the 
Immunology-Serology Laboratory of the United States Public 
Health Service at Chamblee, Ga.: the reaction is positive in 
both amebic granuloma and amebic hepatitis and can be 
depended on as a differential point. Chronic ulcerative colitis 
is of the greatest importance as a cause of melena, and phy- 
sicians should be interested in it not only as a diagnostic 
problem but also from the standpoint of therapy. Lympho- 
granuloma venereum should also be mentioned. Fortunately, 
it is not common, but it occurs in both sexes, with the patient 
complaining of rectal discharge of mucus and blood. A careful 
history is important, because although the patient may say that 
he is having diarrhea he may actually be constipated and 
passing a great deal of mucus. Concerning treatment, mention 
should be made of the new antibiotic chloramphenicol (chloro- 
mycetin®), which has proved of great value in both acute and 
chronic infections of the bowel and in sterilizing the fecal 
contents. It has been possible in stool culture studies since 
February 1949 to inhibit the growth of bacteria so completely 
a to have no organisms whatever growing either on plate 
or in broth cultures within twenty-four to forty-eight hours, 
and this inhibition has been continued to fourteen days in some 
cases. The bowel, therefore, may be prepared for operative 
Procedures with this drug. After the first twenty-four hours 
of chloramphenicol therapy sterile cultures have also been 
obtained from the aspirated rectal mucus of ileostomy patients 
with subtotal colectomy. There is also concomitant impro 
ment in the symptoms of rectal inflammation and bleeding. 
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Chloramphenicol offers a definitely better therapeutic approach 
in chronic ulcerative colitis than physicians have ever had 
before. 


Dr. Joun E. Dunpny, Boston: Dr. Thompson's rather 
encyclopedic study of melena has shown what a wide variety 
of conditions lead to this important finding. The most signifi- 
cant aspect of Dr. Thompson’s paper is his emphasis on how 
serious many of these conditions are. It is for this reason 
that Dr. Hoerr’s study is so important, because he has shown 
that by the routine use of the guaiac test for occult blood in 
the feces many of these conditions can be detected at a time 
when appropriate treatment can be successfully instituted. If 
every physician would use the guaiac test as a part of the 
examination of the patient, the mortality of many of the 
conditions which Dr. Thompson discussed would be reduced. 
When Dr. Hoerr was a member of the staff of the Peter Bent 
Brigham Hospital he instituted the use of routine guaiac tests, 
and the test is now done with great regularity on all patients 
who enter the hospital with any suggestion of abdominal disease. 
On many occasions neoplasms of the gastrointestinal tract have 
been detected which previously had been entirely unsuspected. 
Occasionally, a patient is encountered with persistent positive 
reactions for blood in the stools in whom no lesion has been 
detected by barium enema and gastrointestinal roentgenologic 
series. On several occasions a Miller-Abbott tube has been 


- passed and samples have been taken as the tube passed through 


the small bowel; after a positive reaction to the test for 
occult blood has been obtained the tube has been withdrawn 
a short distance and a small amount of barium has been intro- 
duced through the tube in order to obtain a detailed study of 
that segment of the small bowel. Twice in the last few years. 
these efforts have been rewarded by the discovery ¢ a resectable 
carcinoma of the small intestine. 

Dr. H. NecHELEs, Chicago: I should like to comment 
concerning the blood test in the stool. When the blood is in the 
stomach and in the small intestine, it is digested, and this 
digestion proceeds to a stage where one cannot detect the 
blood by any clinical test. The rate of digestion of blood 
depends largely on the rate of passage through the intestine. 
If some one has a normal time of passage or is slightly consti- 
pated, one may not even find large amounts of blood that are 
voided into the intestine; and if that person is given a slight 
laxative, one may suddenly find occult blood. It shows that the 
results of clinical tests for occult blood are not absolute but 
relative. My attention was drawn to this phenomenon, when 
I examined a patient with a gastroscope and saw blood trickling 
down from an ulcer in the stomach. I thought that the reac- 
tion for blood in the stool would have been 3 plus, but it was 
negative. 

Dr. DeVere W. McGurrin, Glendale, Calif.: I agree with 
Dr. Dunphy that these figures constitute a challenge in the 
treatment in cases of melena, for we feel, too, that they offer 
a distinct challenge in the therapy that is to be offered to 
the patient. With reference especially to the mortality, 24.9 per 
cent in peptic ulcers and 35.6 per cent in ulcerative colitis, 
since the collection of these data we have had occasion to 
operate on several patients in cases of this kind in which a 
fatal termination appeared inevitable to both internists and 
surgeons. Our good results in these cases, with the help of 
modern anesthesia and large amounts of blood, led us to 
believe that early surgical consultation in gastrointestinal 
hemorrhage is advisable. 


Dr. Stantey O. Hoerr, Columbus, Ohio: We have had 
no experience with the modified benzidine reaction. I think 
that the point is well taken about the delay of blood in its 
passage through the gastrointestinal tract as affecting the test 
for occult blood. It may be a good idea in a dubious case to 
give a laxative. It is something we shall try. 


Dr. Haro_p Lincotn TuHompson Los Angeles: I neglected 
to point out that hemorrhoids were excluded from this study 
for obvious reasons. I can add nothing about the complement 
fixation test for amebic granuloma, but I am interested to 
know where it can be done reliably. The patient who left the 
hospital with carcinoma of the stomach was lost for purposes 
of follow-up. 


| 

r 
1 
e 
f 
t 
t 
d 
€ 
ll : 
d 
ie 
e 
‘0 
mn 
t- 
mn 
4 
m 
ir 


1218 


DISABILITY EVALUATION IN INDUSTRIAL 
PULMONARY DISEASE 


GEORGE W. WRIGHT, M.D. 
Saranac Lake, N. Y. 


Of the numerous problems associated with the admin- 
istration of workmen’s compensation, two that are 
especially vexing are the responsibility of the members 
of the medical profession. Donlon' has_ recently 
described these contentious factors as being the evalua- 
tion of the degree of disability and the establishment of 
a causal relationship between the disability and what- 
ever trauma may have arisen out of and in the course 
of employment. 


DEFINITION OF DISABILITY 

To bring these two problems into focus it is obligatory 
that the expert witness have a clear understanding of 
the term disability as it is used in compensation acts. 
The term disability implies a lack of competency in 
respect to a designated ability. Hence a precise defini- 
tion of the particular ability for which the allegedly 
disabled person has become incompetent is essential. 


In the compensation acts of most states, the term’ 


disability is defined as being meant to imply that by 
reason of his disease the employee has become unable 
to earn full wages in the work at which he was last 
employed, or in which he was exposed to the hazard 
responsiblefor his disease. 


RESPONSIBILITY OF MEDICAL EXPERT 


In a situation so open to psychologic aberrations and 
frank malingering, it is reasonable that the employee 
should substantiate his claim to disability of an occu- 
pational origin by something more than a simple state- 
ment of his own opinion. The claimant is expected to 
present evidence demonstrating not only that he has 
suffered a loss of competency to earn wages but also 
that such loss is in truth a result of ill health caused by 
exposure to an occupational hazard. The employee, 
employer and workmen’s compensation administrator 
look to the members of the medical profession to supply 
an opinion as to the validity of the medical aspects of 
a claim for disability compensation. 

The physician is expected to reach a decision regard- 
ing two questions: first, has ‘the claimant suffered an 
injury which has impaired the physiologic function of 
the respiratory and circulatory apparatus to a degree 
that renders him incapable of earning wages under the 
circumstances stipulated by law; and second, is the 
injury and consequent physiologic deterioration due 
wholly or in part to an occupational disease? 


ACCURACY OF DISABILITY EVALUATION BY THE 
ANATOMIC OR ROENTGENOGRAPHIC APPROACH 

How can one determine the presence or absence of 
functional impairment of the respiratory and circulatory 
systems? It is beyond the scope of this paper to dis- 
cuss the adequacy of all of the methods used for this 
purpose. Instead, I would like to call attention to the 
difficulties of the problem with the hope that this will 
prompt a reappraisal of the actual capacity of the physi- 
cian to provide the information so eagerly desired by 
those persons who are involved in compensation pro- 
cedures. 


From the E. L. Trudeau Foundation. 
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It is commonly assumed that if an anatomic abnor- 
mality can be demonstrated there must also be an 
ensuing physiologic malfunction. This would appear to 
be a reasonable hypothesis, but if it is to be useful one 
must know what magnitude of anatomic abnormality 
is required in order to produce a recognizable functional 
change, and also what degree of correlation exists 
between the type and degree of anatomic change and the 
severity of the associated functional damage. In addi- 
tion, if one is to make practical use of the anatomic 
approach, it is exceedingly important that the accuracy 
with which one can recognize and quantitate an ana- 
tomic abnormality be determined. A case in point is the 
ability to establish a diagnosis of emphysema, an exceed- 
ingly crippling disease in igdustrial medicine. Whereas 
severe, extensive pulmonary emphysema presents an 
easily recognized clinical picture, physicians actually 
possess no information whatever correlating the diag- 
nosis of lesser degrees of emphysema with histologic 
studies of a nature that might confirm or disprove the 
accuracy of their premortem diagnosis. As a result, 
they proceed in complete ignorance of their true ability 
to make a premortem diagnosis of pulmonary emphy- 
sema. 

These comments have a very practical bearing. In 
respect to silicosis, the roentgenographic demonstration 
of an anatomic alteration of the lungs or heart is still 
commonly used as evidence that these organs must 
of necesisty be functioning abnormally. Furthermore, 
the severity and the extent of the anatomic change 
is frequently considered an index of the degree of 
functional impairment. What actually is the validity 
of the anatomic approach to the assessment of mal- 
function in the silicotic person? Without exception, 
investigators both in this country and abroad, who 
have made a careful and critical study of the rela- 
tion between the anatomic change and associated mal- 
function, have concluded that there is only a gross 
correlation between the degree of abnormality revealed 
in the roentgenogram and the capacity of the lungs 
and heart to function properly. In the laboratory 
here it has repeatedly been impossible to discover evi- 
dences of subnormal function in men who have exten- 
sive simple discrete nodular silicosis; even some of 
those who have conglomerate silicosis show only 
moderate deviations from normal respiratory and circu- 
latory abilities. The tests used in the study just referred 
to included measurements of maximum capacity for 
sustained work. The roentgenogram is of some use 
in assessing malfunction, however, because if the roent- 
genographic evidences of anatomic damage are absent, 
one must accept with caution the claimant’s history that 
he has severe respiratory disability. Furthermore, if 
there are satisfactory evidences of respiratory or circula- 
tory functional impairment, and if the roentgenogram 
reveals only slight er moderate anatomic alterations, one 
must be wary about ascribing the cause of the dysfunc- 
tion to a pulmonary disease of industrial origin. 


THE ACCURACY OF DISABILITY EVALUATION 
BY THE DIRECT CLINICAL APPROACH 


The careful observer should always seek direct evi- 
dences of functional damage rather than rely on infer- 
ences which are obtained from evidences of anatomic 
alteration. How capable is the physician of discover- 
ing direct evidences that the respiratory or circulatory 
system has sustained a loss of ability to function? At 
the outset, one should recognize that the taking of a 
history, or the performance of a physical examination 


Votume 141 
NumsBer 17 


and fluoroscopy or the reading of a roentgenogram or 
an electrocardiogram are essentially laboratory exer- 
cises. These clinical methods must therefore be tested 
as to their accuracy in the same manner that controls 
are required to indicate the range of variation and 
accuracy of any other laboratory procedure. Necropsy 
or surgical material obtained within a short time after 
completion of a clinical examination, or the develop- 
ment of some dramatic turn of events in the medical 
life of the recently examined subject is one way whereby 
the accuracy of clinical methods may be tested. For 
obvious reasons, necropsy studies of those persons who 
exhibit mild evidences of malfunction are seldom pos- 
sible, and the physician is thus apt to proceed in 
ignorance of whether or not the clinical estimates are 
accurate and the conclusions valid. 


NEED FOR CAREFUL APPRAISAL OF ABILITY TO 
RECOGNIZE FUNCTIONAL ABNORMALITY OF 
THE CARDIORESPIRATORY SYSTEM 
That the evidences of severe cardiorespiratory decom- 
pensation are recognizable by conventional methods 
(history, physical examination and the like) has been 
sufficiently demonstrated in the light of controls afforded 
by prolonged periods of observation and necropsy study. 
These evidences of dysfunction usually represent so 
gross a deviation from normal as to be easily recog- 
nized and accepted as distinct evidence of abnormality. 
However, the accuracy with which conventional 
methods are capable of. estimating cardiorespiratory 
incompetency of a severity less than that characteriz- 
ing severe decompensation remains to be fully dem- 
onstrated. Actually, lesser degrees of dysfunction are 
recognizable only in so far as one is acquainted with 
the quantitative and qualitative variations that occur in 
well persons. The importance of recognizing and being 
thoroughly familiar with the normal man is thus evi- 
dent. The normal man is in reality a statistical con- 
cept, which depicts the range and frequency of 
qualitative or quantitative variation that may exist for 
any specific feature in persons who are free of disease. 
For a specific feature to be considered abnormal, there- 
fore, it must have a quality which falls outside the 
range of variation designated as being common to 
uninjured persons. While for years physicians have 
busied themselves with a study of sick persons on the 
understandable premise that this was the best manner 
in which to learn about abnormal function, little has 
been done in regard to determining the range of func- 
tion that occurs in well persons. A detailed study 
of the normal man unquestionably deserves far greater 
emphasis in the future if progress is to be made in 
the problem of recognizing the lesser grades of dys- 

function. 

Some physicians have had the embarrassing experi- 
ence of assuring a patient that no evidence of cardiac 
abnormality has been found only to learn that within 
a few subsequent days a severe myocardial infarction 
developed. Some physicians also know of men who 
are still working full time at hard manual labor in spite 
of the fact that they were declared fully compensable 
on the basis of total physical disability a few years 
previously. These examples are cited to demonstrate 
the regrettable inadequacy of the-methods for study- 
ing the function of the cardiorespiratory apparatus. 
Certainly such events may justly be considered as indi- 
cating a need for a careful appraisal of the present 
clinical approach to evaluating disability. 
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DIFFICULTY OF ESTABLISHING THE ACCURACY 
OF DISABILITY EVALUATIONS 


Although the need of careful reevaluation of the 
ability to recognize various degrees of malfunction is self 
evident, the method whereby such an appraisal can be 
accomplished is still obscure. Physicians are handi- 
capped by the fact that almost without exception the 
initial examination of the claimant takes place after 
the alleged development of malfunction has occurred. 
Because of this lack of preemployment familiarity with 
the claimant, one is denied the opportunity to compare 
the specific physical abilities of the patient prior to and 
after the alleged injury. One is therefore forced to 
rely on the as yet incompletely tested conventional 
signs and symptoms of physiologic alteration and to 
compare the claimant to the statistical normal in order 
to establish the validity of theclaim of cardiorespiratory 
damage. Accurate methods whereby the functional 
capacities of the organ involved could actually be 
measured and evaluated, thereby determining the range 
through which the functional capacity of the normal 
organ varies, would be of considerable assistance. Such 
methods, although they might be highly technical and 
laborious, would permit physicians to test the accuracy 
of more readily available clinical procedures. Although 
this objective is far from achieved, considerable advance 
in this regard has been made in recent years. 


IMPORTANCE OF THOROUGH KNOWLEDGE OF 
THE NORMAL MAN 

Two studies of maximum performance involving the 
respiratory and circulatory systems demonstrate the 
difficulty of recognizing and quantitating a state of 
physiologic malfunction when it does occur. The maxi- 
mum breathing capacity, a measure of the effectiveness 
or greatest capacity of the respiratory apparatus in toto 
to carry out the act of breathing, is performed by 
having the subject voluntarily hyperventilate at his 
peak rate of ventilation for thirty seconds. The mean 
of this measurement performed here in the labora- 
tory by 100 normal men was 147 liters per minute, 
with a standard deviation of 25.81 + 1.231 liters, and 
extremes of 90 to 210 liters per minute. The maxi- 
mum breathing capacity is highly correlated with age, 
diminishing as the age increases. It appears from this 
study that the normal man can be expected to vary from 
his predicted normal figure by as much as + 35 per 
cent (two times the coefficient of variation). Thus, a 
person whose maximum breathing capacity as actually 
measured is as much as 35 per cent below the predicted 
normal figure for his age must therefore still be con- 
sidered a normal man. A similar wide spread of values 
was observed in a study of the maximum ability for 
sustained physical energy expenditure. This study 
revealed a variation of 25 per cent above and below the 
mean maximum capacity to exercise as measured in a 
group of normal persons. 

The wide variation of ability to perform in a maximal 
fashion thus demonstrated in a group of healthy persons 
is not at all surprising and has a practical bearing. A 
claimant who originally may have possessed a high 
capacity to perform might suffer a considerable diminu- 
tion of this ability and still fall within the range of 
normal persons. In a similar manner, a claimant who 
originally possessed a low capacity to perform might, 
even though he actually suffered no loss, appear subnor- 
mal when compared to others of a high or medium nor- 
mal capacity. Results would be more accurate if each 
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individual could be observed and tested at intervals 
throughout the years from the time prior to his expo- 
sure to a harmful environment up to the date of his 
claim of injury. This is obviously impossible for the 
group of claimants being dealt with today. As long as 
the claimant must be compared to the statistical normal 
man, losses of capacity to breathe or work can be 
recognized only in broad gradations. The need for 
a knowledge of the range of variation of the involved 
capacities in healthy persons is thus demonstrated. 


Although the detailed and sometimes intricate labora- 
tory methods of studying respiratory and circulatory 
function are not perfect, they do at least quantitate the 
particular functions being investigated and in this way 
they may serve as controls capable of testing the relia- 
bility of the conventional clinical methods. A _ pro- 
gram of this sort is at present under way in this labora- 
tory. 

DIFFERENCE BETWEEN MEDICAL AND LEGAL 
CONCEPT OF DISABILITY 


Thus far, I have dealt with the problem of evidences 
which are used to evaluate a diminution of the capacity 
of the cardiorespiratory system to function. Actually, 
in the compensation act of most states, disability is 
expressed in terms of lack of ability to earn wages and 
not in terms of a diminution of capacity to breathe or 
exercise. As long as a man is able to continue to earn 
the designated wage, the compensation act usually does 
not recognize the existence of a disability. The heart 
of the matter actually is, does the man still retain suffi- 
cient physiologic capacities to earn a wage? If so, he 
cannot be considered disabled. It is apparent that the 
emphasis in law is somewhat different than that to 
which the physician is accustomed. Instead of think- 
ing, as one usually does, in terms of loss of ability, in 
regard to compensation procedure one must think in 
terms of the amount of ability that is retained or is still 
present. This fact alone accounts for much of the 
present day confusion in medical testimony. It would 
be helpful if the usual approach to problems of health 
could be changed by deemphasizing the question 
whether or not the man has suffered an injury, and 
directing attention to determining whether or not the 
claimant still possesses sufficient physical capacity to 
earn wages as stipulated under the compensation act. 
Unusual though this attitude may be, there is a greater 
immediate probability of being able to achieve this 
objective with a reasonable degree of accuracy than 
there is of discovering minor losses of function. By this 
approach, one can to a large measure exclude the prob- 
lem posed by the tremendous variations of capacity 
which exist among normal persons. 


INCENTIVE AS A FACTOR IN DISABILITY 

In order to discharge his responsibility regarding the 
assessment of disability in compensation procedure, the 
physician needs to know two things: first, what intensity 
or quantity of physical effort is utilized in carrying out 
a given piece of work, and second, what capacity for 
physical effort is possessed by the claimant? 

Some of the difficulties presented by the second 
question, namely those of determining the claimant's 
physical capacity for work, have been discussed in the 
preceding section. Additional points deserve mention. 
Many specific abilities enter into the capacity of a per- 
son to perform physical work. The psychologic abili- 
ties such as incentive, physiologic abilities such as those 
characterizing the respiratory and circulatory appa- 
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ratus, mental abilities such as intelligence and the 
ability to learn, and the abilities of the integrated neuro- 
muscular apparatus, whereby the worker develops skill 
and efficiency, combine to determine his over-all 
capacity to work. These specific abilities are intimately 
associated and in some circumstances are able to par- 
tially compensate for one another. A high incentive 
or extraordinary skill can, to a limited extent, over- 
come the handicap of a low respiratory or circulatory 
capacity. The ability of a man to perform a given task 
is actually an exceedingly difficult thing to estimate. 
Dealing with this problem as a physician, one is prone 
to ignore factors other than the lungs or heart, and 
it is possible that the overlooked or unrecognized influ- 
ences are of equal importance. Short of spending a 
much longer time with the claimant, interviewing his 
fellow workmen and plant physician and having his 
home environment studied, one is unlikely to improve 
a ability to properly evaluate the nonphysiologic 
actors. 


DANGERS OF UNWARRANTED INTERPRETATIONS 
OF EXAMINATION 


In evaluating the competency of a man to earn wages, 
there is also considerable danger of drawing unwar- 
ranted conclusions from laboratory data, physical signs 
and the history. For example, the demonstration of 
arterial hypoxia should not be falsely construed to indi- 
cate that the patient has become incompetent to earn 
wages or even that a serious loss of maximum ability 
to work has occurred. Great civilizations have 
developed at altitudes sufficient to cause moderate 
hypoxia in the entire population. The investigations 
by Dill* and his associates of a group of miners who 
live at an elevation of 17,500 feet and carry out hard 
manual labor at 18,800 feet revealed that these men 
had an astounding capacity for work in spite of their 
low arterial oxygen tension. It is recognized that this 
example is from a group of natives who were born at 
high altitude and who had the advantages of adapta- 
tion and possibly selective breeding. Similarly, how- 
ever, observations have been made in this laboratory of 
several men whose arterial blood hemoglobin is sub- 
normally saturated with oxygen but who are capable 
of reaching a high level of maximum performance on 
the treadmill. Many of those patients in whom hypoxia 
develops slowly as the result of a chronic disease also 
undoubtedly go through a process of adaptation, as 
evidenced at times by the development of polycythemia. 
Although hypoxia at low altitude may be severe 
enough of itself to limit the sufferer’s capacity to work, 
more often such hypoxia is significant only because it 
is associated with some other seriously crippling abnor- 
mality, as for example, a low maximum breathing 
capacity. Similar comments can be made in regard to 
abnormalities of the pulmonary volumina, efficiency 
of lung ventilation or even of the maximum breathing 
capacity. Severe interference with these specific func- 
tions does limit the work capacity of the man, but the 
extent of the change required in order to bring about 
this loss is as yet unknown. In the final analysis, @ 
direct measurement of the maximum capacity for work 
is the most reliable method of determining the degree 
to which the integrated function of the respiratory 
and circulatory apparatus has been impaired. Inves- 
tigation of each specific function that enters into that 
integration is essential but as yet should not be 


2. Dill, D. B.: Life, Heat and Altitude, Cambridge, Mass., Harvard 
University Press, 1938, pp. 162 and 170. 
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interpreted as directly and quantitatively indicative of 
the subject’s actual ability to perform physical work. 
In a similar manner, limitation of chest expansion, dis- 
tant breath sounds, a somewhat rapid pulse after mild 
exercise or even a complaint of shortness of breath on 
exertion have not as yet been critically demonstrated 
to be evidences per se of a low or even of a reduced 
ability to work. 


THE EXTREME IMPORTANCE OF ESTABLISHING 
A DIAGNOSIS OF TUBERCULOSIS 


Pulmonary tuberculosis, even though it does not 
interfere physiologically with the capacity to work 
until the disease is far advanced, does interfere with 
the ability to earn wages because, from a therapeutic 
point of view, physical exercise is contraindicated 
and hygienic considerations preclude the employment 
of a person who has active pulmonary tuberculosis. 
For these reasons, it is generally agreed that active 
pulmonary tuberculosis renders the victim totally 
incompetent to earn wages in the usual pursuits of 
labor. Therefore the diagnosis of tuberculosis becomes 
one of the problems associated with determining the 
validity of a loss of capacity to work or of incompe- 
tency to earn wages. The presence of cavitation or a 
positive sputum simplifies this problem, but in the 
absence of these evidences the diagnosis may be 
extremely difficult. The problem of establishing a 
diagnosis of tuberculosis as a complication of silicosis 
is a case in point. The development of conglomerate 
or coalescent nodulation superimposed on simple dis- 
crete nodular silicosis is commonly interpreted as evi- 
dence of active tuberculosis. Little if anything has been 
done to elucidate further the significance of the con- 
glomerate lesion in silicosis since the discussions by 
Gardner * in 1939. Sixty per cent of the cases of 
conglomerate disease autopsied by Gardner were found 
to have histologic evidences of tuberculosis as an 
integral part of the conglomerate area of the lung. Of 
the remainder of the cases, Gardner hypothesized that 
some were the result of a disproportionately large 
quantity of quartz retained in an area of lung previously 
injured by a tuberculous lesion which had healed prior 
to the exposure to dust. As pointed out by Gardner, 
autopsy material is apt to be selective and conclusions 
drawn from a study of it must be applied to the general 
population with caution. The considerable number 
of persons in whom there develop conglomerate lesions 
which progress slowly without ever demonstrating any 
of the other evidences of active tuberculosis should 
make one hesitant to uniformly classify all persons 
who show conglomerate silicosis as being actively 
tuberculous. The diagnosis of tuberculosilicosis is 
tantamount to a statement that the person is totally 
disabled. Actually, many patients with conglomerate 
silicosis are perfectly able to work for years at useful, 
remunerative labor without being a hazard to their 
fellow workers. Therefore, unless evidence can be 
brought forward to show that withdrawal from work 
is beneficial to the person with conglomerate silicosis, 
it would appear that a diagnosis of tuberculosilicosis 
in all cases of conglomeration is not warranted. These 
comments are not meant to minimize the paramount 
importance of tuberculosis in the problem of silicosis. 
They are rather to be construed as an appeal for cau- 


3. Gardner, L. U.: Pathological Anatomy, Fourth Saranac 
Symposium on Silicosis, Saranac Lake, New 
Foundation, 1939, p. 35. 
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tion in a serious situation and a reminder that the 
problem of tuberculosis complicating silicosis might 
still yield a considerable reward to further investigation. 


INTIMATE KNOWLEDGE OF JOB REQUIREMENTS 


What does the physician know about the require- 
ments, in terms of metabolic, circulatory, respiratory 
and central nervous system activity, of the various 
jobs held by the employee who is seeking compensa- 
tion? Although some direct and indirect studies, as 
for example actual measurements of respiration and 
oxygen consumption during work and measurement 
of total daily caloric intake, have been initiated, the 
physician is still handicapped by a lack of scientific 
knowledge concerning these factors. He is in the 
curious position of declaring that a man is or is not 
physically competent to carry on a job about which 
he actually knows little. Some physicians who testify 
in these matters have never been in a mine, foundry, 
pottery or factory. Others have only walked through 
these plants, and few have lived in the working places 
and have come to know the laboring man and his job 
intimately. The experienced plant physician usually 
knows more than other physicians about this aspect of 
the problem, but even he is forced to speak in such rela- 
tive and obscure terms as hard, moderate, light or 
easy when referring to the physical requirements of a 
given job. It must be realized that experience and 
skill make a specific task less difficult for one person 
as compared to another and that steady work accom- 
plishes as much at a low rate of energy output as 
intermittertt work does at a far higher rate. In weigh- 
ing this aspect of assessing disability, an intimate knowl- 
edge of the various jobs concerned is of great help but 
is all too rarely possessed by the physician. If it were 
available a comprehensive knowledge of the capacity for 
work possessed by those men who are daily accomplish- 
ing a particular task without complaint would be of 
some use, because those possessing a similar capacity 
could then be expected to be equally capable of perform- 
ing the job without complaint. There is much to be 
learned about work requirements and there is appar- 
ently no easy approach to the problem. 


ESTABLISHMENT OF CAUSAL RELATIONSHIP BETWEEN 
DISABILITY AND INDUSTRIAL DISEASE 


The establishment of a causal relationship between 
an admitted incompetency to earn wages and a dis- 
ease which might have arisen out of the claimant’s 
employment is at times just as difficult as the other 
problems thus far discussed. One should bear in 
mind the fact that employment in a potentially hazard- 
ous environment does not confer on the workman an 
immunity to diseases of a nonindustrial origin. Sev- 
eral diseases of a nonindustrial origin are especially 
prone to mimic the symptomatology of industrial pul- 
monary disease and also to lead to physiologic altera- 
tions that cause an incompetency to earn wages. Of 
these, diffuse obstructive emphysema (sometimes sec- 
ondary to chronic pulmonary suppuration caused by 
bronchiectasis or lung abscess, or secondary to bron- 
chiolitis or to bronchial asthma, but commonly of unde- 
termined origin) is one of the most frequent. 
Myocardial insufficiency, especially that due to degen- 
erative changes of the blood vessels or to long-standing 
hypertension, is another. Decided obesity or even 
peripheral vascular disease may also confuse the issue. 
The fact that these crippling nonindustrial diseases are 
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prone to be most prevalent in the same age group in 
which the industrial pulmonary diseases occur adds to 
the confusion. A thorough knowledge of the diseases 
of industrial origin as well as those of nonindustrial 
origin is an absolute necessity if one is to assess with 
accuracy the role of an industrial hazard in creating 
the disability. In fact, it is increasingly apparent that 
knowledge sufficient to make this assessment is lacking 
in many instances. The development of a crippling 
degree of diffuse pulmonary emphysema in a man who 
has also been exposed to a hazardous industrial environ- 
ment, or, for that matter, to any dusty industrial 
environment, illustrates the difficulties that are involved. 
Severe pulmonary emphysema is a not uncommon 
development in the general population, and there is 
every reason to expect that it should occur with a simi- 
lar frequency in those exposed to a dusty environ- 
ment. It is obviously erroneous, therefore, to conclude 
that whenever emphysema is present in a patient who 
gives a history of exposure to dust, the emphysema is of 
necessity due to the dust or fumes. One needs to know 
two things in order to clarify further this relationship. 
First, is the incidence of crippling diffuse emphysema 
higher in the trades associated with environmental dust 
and fumes than it is in the trades free of dust and 
fumes? Second, in what circumstances does the expo- 
sure to a hazardous environment definitely cause dif- 
fuse emphysema of crippling severity? I have been 
unable to find any satisfactory data concerning the 
incidence of severe emphysema in the general popula- 
tion. It is not rare in persons over 50 years of age; 
furthermore, a reasonable etiologic agent is frequently 
undiscoverable. The incidence of severe diffuse emphy- 
sema in the dusty trades is equally unknown. It is 
known to be the common crippling complication of 
extensive conglomerate silicosis. This does not, how- 
ever, mean that emphysema must of necessity be pres- 
ent in less severe forms of silicosis. In careful 
laboratory studies on approximately 100 men, in whom 
roentgen evidence of silicosis was lacking but all of 
whom had been exposed to dusty environments for 
ten to twenty years, I observed exactly 1 case of severe 
crippling emphysema. If the inhalation of inert dusts 
or fumes causes severe emphysema in the absence 
of other gross evidences of histologic abnormalities 
such as conglomerate silicosis, then the incidence of 
severe emphysema in the dusty trades should be far 
higher than it appears to be in this study. As a matter 
of record not a single case of severe crippling emphy- 
sema was found in 50 metal miners, all of whom had 
simple discrete nodular silicosis. Autopsy material sup- 
ports these observations. To further confuse the prob- 
lem, it is now apparent that the histologic abnormalities 
which develop as a result of exposure to quartz dust 
may vary in intensity and possibly even in character, 
depending on the type and concentration of associated 
dust in the environment. The silicosis which develops 
in the metal mining industry of one location may be 
somewhat different from that of another location or 
from that of another industry. There is definitely a 
lack of sufficient information to permit any broad 
conclusions concerning the relationship between emphy- 
sema and dust exposure. 

There is a grave danger that because of this lack of 
knowledge and information physicians may be inclined 
to ascribe all the pulmonary ailments of men who have 
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been exposed to dust or fumes to the inhalation of 
those foreign substances. If the physician fails to exer- 
cise due caution he may even begin to assume that a 
history of exposure to a dust or fume constitutes 
sufficient evidence to warrant a diagnosis of an indus- 
trial pulmonary disease. Some proof should be required 
before one accepts a diagnosis of pulmonary disease 
of industrial crigin and an alleged association between 
a loss of competency to earn wages and exposure to 
injury arising out of the nature of the employment. 


IMPORTANCE OF SOURCE MATERIAL FOR STUDY 

Additional study is needed. Unfortunately, the 
type of material from which a single physician or group 
of investigators draws conclusions is frequently highly 
selective. Silicosis is again an excellent illustration. 
The physicians, or laboratory group associated with a 
hospital, who receive only ill patients, will think of 
silicosis as being a universally crippling disease because 
those silicotic persons with symptoms gravitate to the 
physician or to the hospital. A study of all of the 
persons with silicosis in a given plant will show in con- 
trast that most are free of any serious complaints for 
many years. The true picture of an industrial disease 
is obtained, therefore, only by a study of all the per- 
sons from a given industry who have the disease and 
not by a study limited to those who are ill with the 
disease. 

SUMMARY 

Physicians are directly responsible for a part of the 
confusion and difficulty which attends the administra- 
tion of workmen’s compensation for pulmonary disease 
of industrial origin. Careful consideration of the follow- 
ing questions may assist the medical expert in clarifying 
the situation : 

1. Is there a clear understanding of the legal defini- 
tion of disability? 

2. Is there a full appreciation of the actual limits of 
the physician’s ability to recognize and quantitate the 
existing degree of cardiorespiratory dysfunction ? 

3. Is there a thorough knowledge of the character- 
istics of the specific job at which the allegedly disabled 
man is employed; and is there a full understanding of 
the physical requirements needed to carry on this type 
of employment? 

4. Is there a conscientious discrimination between 
occupational as opposed to nonoccupational or natural 
causes for the disability ? 

5. Is there constant vigilance in avoiding the expres- 
sion of that which is speculation as though it were in 
reality a fact? Where substantiating evidence is not 
available, are expressions of thought scrupulously 
labeled as opinion? 

6. Is there willingness to frankly admit ignorance 
of specific information ? 

Thoughtful consideration of these questions should 
lead to an appreciation of the great responsibilities of the 
medical expert. The scarcity of factual information and 
lack of knowledge of already established fact are 
responsible for the major part of the medical experts 
shortcomings. Additional study is certainly needed. 
In the planning of further investigations, a proper 
sample of all persons who have the disease or who have 
been exposed to the hazard must be studied, if one 1 
to obtain a true picture of the industrial disease under 
scrutiny. 
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FUNGOUS INFECTIONS IN THE UNITED STATES 


DAVID T. SMITH, M.D. 
Durham, N. C. 


Every practitioner of medicine has become aware of 
the common, chronic and annoying, but usually mild, 
fungous infections of the skin, hair and nails. In con- 
trast, the less common but frequently fatal types of 
cutaneous, pulmonary and systemic mycoses were 
assumed, until recently, to be extremely rare diseases. 
Such mycoses, although relatively rare when compared 
with bacterial infections, occur often enough to justify 
their inclusion in the differential diagnosis of every 
obscure infectious disease. In the Duke Clinic and 
Hospital the number of diagnoses of these serious 
mycotic infections has been compared with the fre- 
quency of diagnoses of other diseases in 250,000 con- 
secutive admissions during a fifteen year period. In 
table | it should be noted that although these mycoses 
are much less common than tuberculosis, bronchiectasis 
and pulmonary abscess, they are more frequent than 
such well known diseases as primary polycythemia, 
hemophilia, acromegaly and hemochromatosis. 

The types of mycotic infections found in the Duke 
clinic are shown in table 2, in which it is demonstrated 
that actinomycosis and moniliasis are more common 
than the other fungous infections. This is not surpris- 
ing when it is realized that the fungi causing these 
infections are of endogenous origin. A similar analysis 
of mycotic infections elsewhere in the country probably 
would reveal the same relationship. However, the 
relative frequency of blastomycosis in this table, is 
explained by the fact that the Southeastern States 
constitute an endemic area for this disease. But histo- 
plasmosis is relatively rare in this area and, except for 
an occasional instance of laboratory infection,’ coccidi- 
oidomycosis must be imported from the endemic area of 
the Southwest. 

Considering the country as a whole, it is obvious 
that the wide variations in incidence of infection depend, 
in part at least, on the habitat of the infecting fungi. 
In table 2 are listed those diseases caused by endogenous 
fungi as well as those infections caused by fungi which 
have their origin in the soil or vegetable materials and 
therefore have been called exogenous. 


MYCOSES OF ENDOGENOUS ORIGIN 


The mycoses of endogenous origin are distributed 
rather uniformly throughout this country and the world. 
Men are infected more frequently than women, but 
the disproportion is no greater than that seen with 
pneumonia or pulmonary abscess. Adults are infected 
more frequently than children, this being true even in 
moniliasis, which occurs in children more often than 
the other diseases of this group. All races seem to be 
equally susceptible to infections with the endogenous 

i. 
MYCOSES OF EXOGENOUS ORIGIN 


The exogenous diseases are more numerous. Some 
are endemic in certain geographic areas while others, 
such as sporotrichosis, nocardiosis, aspergillosis, peni- 
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cilliosis and mucormycosis, are distributed fairly evenly 
throughout the world. Coccidioidomycosis is fojind in 
California, Arizona, New Mexico, southern Utah and 
the southwestern part of Texas. Histoplasmosis occurs 
throughout this country and in various other areas of 
the world, but within the United States the greatest 
numbers of infections have been reported from the 
lower two-thirds of the Mississippi Valley, the Ohio 
River Valley and the Appalachian area. Blastomycosis 
is confined to the North American continent but is most 
frequent in the Mississippi Valley and in the South- 
eastern States. Chromoblastomycosis, mycetoma and 
rhinosporidiosis occur most often in India, Ceylon and 
South and Central America but are found occasionally 
in the United States, particularly in the southern part 
of the country. 

Males are infected predominantly by certain of the 
exogenous fungi, probably because their work brings 
them into intimate contact with the organism. The ratio 
of infection of males to females is 9 to 1 for blasto- 
mycosis and mycetoma, 34 to 1 for chromoblastomy- 
cosis and 7 to 1 for histoplasmosis after 10 years of age. 

Although infections with the exogenous fungi occur 
at all ages from 1 month to 80 years the majority are 
found in the adult period of life from 20 to 40. Approxi- 


TABLE 1.—I/ncidence of Mycoses and Other Diseases 
in 250,000 Admissions 


No. 
493 
48 
Addison's disease (adrenal cortical 
18 
4 
2 


mately 20 per cent of the cases of sporotrichosis, how- 
ever, are in children, and progressive histoplasmosis is 
relatively frequent in the younger age groups.’ 

Perhaps the increased incidence of the exogenous 
type of fungous infection in Negroes can be explained 
by their more constant and intimate exposure to the 
soil. The frequency of progressive coccidioidomycosis 
in the Negro, Mexican and Filipino, however, is proba- 
bly a true example of racial susceptibility. 


DIAGNOSIS 

A mycotic infection should be suspected in every 
patient who has chronic draining sinuses even though 
the clinical appearance of the lesions may be identical 
with those produced by the tubercle bacillus and by 
certain anaerobic streptococci.’ The clinical picture 
and the roentgenologic observations may be _ indis- 
tinguishable from those of patients with pulmonary 
tuberculosis or primary pulmonary neoplasia; conse- 
quently, the patient with the presumptive case of tuber- 
culosis with negative sputum and suspected neoplasm 
of the lung with a negative biopsy or Papanicolaou 


2. Parsons, R. J., and Zarafonetis, C. J. D.: Histoplasmosis in Man: 
Report of Seven New Cases and a Review of Seventy-One Cases, Arch. 
Int. Med. 75:1 (Jan.) 1945. 

3. Meleney, F. L., and Harvey, H: D.: The Combined Use of Zinc 
Peroxide and Sulfanilamide in the Treatment of Chronic, Undermining, 
Burrowing Ulcers Due to the Micro-Aerophilic Hemolytic Streptococcus, 
Ann. Surg. 110: 1067 (Dec.) 1939. 
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smear should be investigated for fungi. Patients with 
moniliasis,* cryptococcosis and blastomycosis* have 
had lobectomies or pneumonectomies because of an 
erroneous diagnosis of neoplasia. 

The demonstration of Cryptococcus neoformans 
(Cryptococcus histolyticus, Torula histolytica), Coc- 
cidioides immitis, Histoplasma capsulatum, Blastomyces 
dermatitidis, Sporotrichum  schenckii, Actinomyces 
bovis, Nocardia asteroides, Rhinosporidium seeberi or 


the various organisms which cause chromoblastomycosis: 


or maduromycosis in the sputum or other discharges 
establishes a diagnosis. Unfortunately, the finding of 
Candida albicans (Monilia albicans) or one of the 
various species of Geotrichum, Aspergillus, Penicillium 
and Mucor does not establish a diagnosis per se because 
these fungi more often represent accidental observations 
or secondary invaders rather than the primary etiologic 
agent. 

Since A. bovis may be carried in the gums or about 
carious teeth of a considerable proportion of the popu- 


TasLe 2.—Cases of Mycosis in 250000 Admissions 
in Fifteen Years 


No. of 

Disease Source Cases 
Actinomycosis Endogenous 71 
Blastomycosis Exogenous 59 
Moniliasis Endogenous 42 
Sporotrichosis Exogenous 8 
Cryptococcosis Endogenous 5 
Coccidioidomycosis Exogenous 4 
Geotrichosis Endogenous 4 
Aspergillosis Exogenous 3 
Mycetoma Exogenous 3 
Nocardiosis Exogenous 3 
Chromoblastomycosis Exogenous 3 
Rhinosporidiosis Exogenous 2 
Histoplasmosis Exogenous 1 
Murcormycosis Exogenous 0 
Penicilliosis Exogenous 0 
207 


lation,’ this organism may be present in saliva, or in 
sputum which contains a considerable admixture of 
saliva, or may be a contaminant and may not be the 
cause of the pulmonary disease in question. 


DIRECT EXAMINATION 


In cases of actinomycosis a direct study of the 
sputum or pus from discharging sinuses yields a higher 
percentage of correct diagnoses than do the various 
cultural methods. The material should be examined 
unstained, with or without the addition of a few drops 
of 10 per cent solution of sodium hydroxide, for the 
presence of sulfur granules or tangled masses of deli- 
cate branching filaments. The examination should be 
supplemented by staining suspicious granules by Gram’s 
method, which demonstrates that the delicate branching 
filaments are gram positive. In cases of nocardiosis 


4. Hurwitz, A., and Yesner, R.: A Report of a Case of Localized 
Bronchopulmonary Moniliasis Successfully Treated by Surgery, J. Thoracic 
Surg. 17: 826 (Dec.) 1948. 

5. Dormer, B. A.; Friedlander, J., and Wiles, F. J.: Tumor of the 
prot Cryptococcus Histolyticus, J. Thoracic Surg. 14: 322 
(Aug.) 1945. 

6. Smith, D. T.: Immunologic Types of Blastomycosis: A Report on 
Forty Cases, Ann. Int. Med., to be published. 

7. Slack, J.: The Source of Infection in Actinomycosis, J. Bact. 
43: 193 (Feb.) 1942. 


N. asteroides will be seen not only as a gram-positive, 
branching organism but also as an acid-fast or partially 
acid-fast organism when stained by the methods usu- 
ally used for tubercle bacilli provided the decolori- 
zation with acid alcohol is not excessive. 

If the other fungi are present in sufficient numbers 
they can be identified correctly by direct microscopic 
examination of clinical materials. With the single 
exception of R. seeberi, which cannot be grown, cul- 
tural methods should also be used for confirming the 
diagnosis. 

CULTURES 

All the yeastlike and moldlike fungi and even the 
Nocardia grow readily on Sabouraud’s glucose agar, 
1 per cent dextrose agar and standard blood agar 
mediums at either room or incubator temperature. The 
rate of growth, however, varies considerably with the 
different species. Such fungi as C. albicans and other 
Candida, Geotrichum, Aspergillus, Penicillium and 
Mucor develop well defined colonies in two to four 
days. The other fungi may require ten to twenty days 
to produce recognizable colonies. Consequently, all 
inoculated mediums should be examined periodically 
for at least thirty days before being discarded. I have 
seen Monilia appear on the culture tubes after four 
days, but by prolonging the incubation, cultures of 
Cryptococcus neoformans, B. dermatitidis or C. immitis 
have been obtained from material which otherwise 
would have been discarded. 

A. bovis is anaerobic and requires a rich medium. 
Veal infusion shake cultures or Brewer’s thioglycollate 
medium usually yield pure cultures in four to six days 
provided the original material was not contaminated 
excessively. 

BIOPSIES 

With the exception of sporotrichosis, the character- 
istic tissue form of the specific fungus usually can be 
seen in properly prepared sections of biopsy materials. 
The tissue form of Sporotrichum Schenckii, however, is 
rarely seen in sections, and, it is essential, therefore, 
that cultures as well as sections be made from each 
biopsy. A biopsy of the wall of a draining tract in cases 
of actinomycosis often has revealed the presence of 
sulfur granules in patients in whom these bodies could 
not be demonstrated in the free pus. 


SKIN TEST 
Skin tests are of definite but limited value in the 
diagnosis of mycotic infections. Antigens comparable 
to tuberculin have been prepared from cultures of 
C. immitis,* H. capsulatum,® B. dermatitidis * and 
S. schenckii. Heat-killed vaccines can be prepared in 
the laboratory for all the other types of fungi except 

R. seeberi, which has not been cultivated. 


8. Smith, C. E.; Whiting, E. G.; Baker, E. E.; Rosenberger, H. G.; 
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Tuberc. 57: 330 (April) 1948. 
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39: 722 (June) 1949. 

9. Palmer, C. E.: Nontuberculous Pulmonary Calcifications and Sensi- 
tivity to Histoplasmin, Pub. Health Rep. @0:513 (May 11) 1945. 
Christie, A., and Peterson, T. C.: Pulmonary Calcifications in N 
Reactors to Tuberculin, Am. J. Pub. Health 35: 1131 (Nov.) 1945. 

10. (2) Emmons, C. W.; Olson, B. J., and Eldridge, W. W.: Studies 
on the Role of Fungi in Pulmonary Disease: X. Cross Reactions of 
Histoplasmin, Pub. Health Rep. 60: 1383 (Nov. 23) 1945. (6) Howell 
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Clinical and subclinical infections with C. immitis * 
and H. capsulatun:® regularly induce a tuberculin-like 
sensitivity to coccidioidin and histoplasmin, respectively. 
Hence, a negative skin test eliminates the possibility of 
these mycoses unless the patient has a progressive 
terminal infection. Infections with B. dermatitidis may 
or may not induce sensitivity ; therefore a negative skin 
test to blastomycin cannot be used to eliminate the 
possibility of this disease. Hypersensitivity to autoge- 
nous vaccines has been observed in most of the other 
mycoses, but there are insufficient data to evaluate their 
frequency and significance. 

Apparently, there is a small amount of an antigen 
common to C. immitis, H. capsulatum and B. derma- 
titidis, since highly sensitized guinea pigs give cross 
reactions when tested with concentrated antigens.’ 
Such reactions, however, become relatively if not abso- 
lutely specific when more dilute antigens are used for 
the skin tests. In doses commonly used for skin 
tests in man, persons with positive reactions to coc- 
cidioidin do give cross reactions with histoplasmin or 
blastomycin.“* There seems to be a larger amount 
of this hypothetic common antigen in B. dermatitidis 
and H. capsulatum, as subjects with clinical and sub- 
clinical infections with H. capsulatum usually react 
both to histoplasmin and to blastomycin. In our experi- 
ence, however, the size of the reaction to blastomycin 
is always smaller and disappears when more dilute 
antigens are used for the tests. As a practical procedure, 
therefore, histoplasmin, blastomycin and coccidioidin 
should be used simultaneously to determine which 
gives the greatest reaction. 


COMPLEMENT FIXATION 

Complement-fixing antibodies probably appear in 
most mycoses if the infection is severe enough to 
stimulate a sufficient number of reacting cells. In 
subclinical coccidioidomycosis and histoplasmosis, in 
instances of mild primary clinical coccidioidomycosis 
and in many cases of blastomycosis, the infection does 
not stimulate the production of complement-fixing anti- 
bodies in detectable amounts. However, in the pro- 
gressive form of these three mycoses, complement-fixing 
antibodies are present regularly and persist even when 
the patient becomes anergic and the skin test is negative. 
Cross complement fixation has not been observed 
between patients having coccidioidomycosis and histo- 
plasmosis. However, most patients who fix comple- 
ment in a high titer with histoplasmin also fix 
complement, but to a lower titer, with blastomycin.”* 
This necessitates simultaneous tests with blastomycin 
and histoplasmin. _Some patients with histoplasmosis 
have a higher complement-fixing titer for blastomycin 
than other patients with a true blastomycotic infection. 
A limited number of observations suggests that B. 
dermatitidis is not as good an antigen as H. capsulatum 
and that patients with blastomycosis usually have nega- 

tive or insignificant titers with histoplasmin. 
ll, Bunnell, I. L., and Furcolow, M. L.: A Repert on Ten Proven 
of Histoplasmosis, Pub. Health Rep. 632299 (March 5) 1948. 
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TREATMENT 


Potassium iodide is a specific for sporotrichosis and 
a useful supplementary treatment for blastomycosis, 
actinomycosis, nocardiosis, cryptococcosis, moniliasis, 
geotrichosis, mucormycosis, chromoblastomycosis, myce- 
toma, aspergillosis and penicilliosis. It has not been 
found useful in coccidioidomycosis or histoplasmosis. 
The usual dose for adults is 5 drops of a saturated 
solution of potassium iodide (diluted in 30 cc. of water) 
given three times each day after meals. The amount 
is increased each day by 1 drop for each dose until 
the patient is taking 20 to 30 drops three times a day. 
It has been my practice to drop the dose back to the 
original 5 drops three times a day and build it up again 
as previously described. If indicated, these courses of 
iodides may be continued over a period of months. 
Larger doses frequently are used in cases of sporo- 
trichosis and sometimes in other mycoses. Sensitivity 
to iodides is the limiting factor in the treatment; if it 
should occur, treatment should be stopped until all 
symptoms have disappeared and then started again 
cautiously with the minimal dose of 5 drops three times 
a day. 

Patients with blastomycosis,’* moniliasis and some 
other mycoses, who have a decided degree of sensitivity 
to the antigens of their fungus, may be made worse 
by the administration of iodides. However, if they are 
first prepared by partial desensitization with an autoge- 
nous or stock vaccine, the administration of iodides may 
be followed by satisfactory improvement."* 

Some patients with acute cryptococcosis improve 
with sulfadiazine therapy,™* but others do not.** I have 
seen 2 patients with chronic cryptococcosis complicated 
by bone lesions and with sensitivity to a vaccine made 
from their own organism in whom improvement fol- 
lowed sulfadiazine therapy supplemented by desensi- 
tization and iodide administration. 

Actinomycosis improves slowly but steadily with 
either sulfonamide therapy ** or penicillin therapy, but 
patients with this disease should receive adequate surgi- 
cal drainage and iodides. 

There is no reliable specific treatment for progressive 
coccidioidomycosis or progressive histoplasmosis. Per- 
haps desensitization should be attempted for those 
patients who have retained their hypersensitivity to 
the fungus, and certainly this should be done before 
iodides are administered. 


SUMMARY 

Serious mycotic infections are being recognized more 
frequently in the United States, particularly since the 
introduction of skin tests for coccidicidomycosis and 
histoplasmosis and the practice of making routine 
examination and cultures for fungi in all obscure infec- 
tions. The uses and limitations of sulfonamide, peni- 
cillin and iodide therapy have been discussed in some 
detail. 
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ABSTRACT OF DISCUSSION 


Dr. Curis. J. D. Zararonetis, Ann Arbor, Mich.: I 
believe that it is generally agreed that the pulmonary mycoses 
do not as a rule present pathognomonic clinical or roentgeno- 
graphic features. The disease picture may be further compli- 
cated by the association of the mycotic infection with some 
other entity. For example, of 9 patients with cryptococcosis 
who were studied at Ann Arbor in the past few years, 5 also 
had leukemia. The association of histoplasmosis with lympho- 
blastomas and with tuberculosis has been observed in several 
instances. For these reasons the specific diagnosis of systemic 
fungous infections must generally be accomplished through the 
laboratory measures indicated by Dr. Smith. Of these mea- 
sures, isolation of strains by cultural methods, direct examina- 
tion of characteristic forms in sputum, pus or leukocytes and 
microscopic examination of tissue are the most reliable at 
present. Unfortunately, material suitable for these purposes is 
not always accessible. For this reason, other diagnostic aids 
have been sought. These include skin tests and serologic tests 
with antigens of the respective fungi. In 1940 it was believed 
that histoplasmosis was a rare, progressive disease which almost 
always terminated fatally. A skin test was devised at that 
time, in the hope of aiding in the earlier diagnosis of this 
obscure condition. Since then, however, the skin test with 
histoplasmin has been widely used and certain facts have come 
to light which seriously detract from its usefulness as a 
diagnostic tool. For example, about half of the patients with 
proved histoplasmosis have had negative skin tests. Further- 
more, the large epidemiologic surveys to which Dr. Smith 
has referred have revealed a surprisingly high incidence of 
reactors to histoplasmin. Indeed, sensitivity has been observed 
in persons in whom careful medical studies have not shown 
any evidence of illness. These observations have lessened the 
possible clinical significance of a positive skin test. The 
situation with regard to serologic tests is more promising. 
The criteria for the interpretation of results of serologic tests 
for fungous infections are no different from those applicable 
to other infectious diseases. Changes in antibody titer must be 
detected during the course of illness and convalescence in order 
to arrive at a serologic diagnosis. This requires two or more 
blood specimens, taken at appropriate intervals and tested with 
specific antigens under controlled conditions. As these criteria 
have recently been applied to complement fixation tests on 
serum samples from animals experimentally infected with 
blastomycosis ana histoplasmosis, and diagnostic antibody curves 
have been consistently observed. Standardized serologic tests 
may be forthcoming which will offer real aid to the clinician in 
the specific diagnosis of most of the systemic mycoses. 


A New Urinary Antiseptic.—The most important action 
of the drug (polymyxin) is against Pseudomonas and the Coli- 
Aerogenes groups of organisms. All strains of Pseudomonas 
aeruginosa and A. aerogenes which we have treated to date 
have been found polymyxin-sensitive. All Proteus strains iso- 
lated from human sources have been found resistant. The suc- 
cesses achieved in eradicating Pseudomonas aeruginosa as well 
as Coli-Aerogenes organisms from the urine indicate that poly- 
myxin is a potent new urinary antiseptic. Its importance lies 
in the fact that, contrary to aureomycin and chloramphenicol 
(chloromycetin), it is effective in Pseudomonas infection. Poly- 
myxin is of no value in Proteus infections. Like other 
antibiotics, polymyxin is relatively ineffective in cases where 
there are large calculi, obstruction to drainage, other foci of 
infection or irreversible changes as found in advanced pyelo- 
nephritis with the scarred, contracted kidney and cortical 
abscesses deficient in blood supply. However, in these cases, 
the drug is useful in the control of acute exacerbations or before 
surgery and during the postoperative course. Where a mixed 
infection is present and an ancillary chemotherapeutic agent is 
indicated, combined therapy may be employed. There is no 
contraindication to combining polymyxin with other antibiotics, 
sulfonamides or urinary antiseptics—Major Edwin J. Pulaski 
(MC) and Capt. Milton L. Rosenberg (MC), Fort Sam Houston, 
Texas, Use of Polymyxin in Gram Negative Urinary Tract 
Infections, The Journal of Urology, October 1949. 
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The spasmolytic drug caramiphen hydrochloride 
(panparnit, diethylaminoethyl-1-phenylcyclopentane-1- 
carboxylate hydrochloride) has been used in treatment 
of 43 patients with diseases of the basal ganglions at 
Montefiore Hospital. Results of this study are reported 
herein. 

Diseases which affect the basal ganglions may pro- 
duce a wide variety of clinical syndromes. Treatment 
directed toward alleviation of the symptoms of these 
diseases has been attended with meager results except 
in the patients with rigidity and tremors of the type 
described by Parkinson. In the treatment of this syn- 
drome drugs of the belladonna group have been used 
since Gnauch* in 1882 advocated the use of hyoscine. 
After that date, various alkaloids of belladonna, includ- 
ing atropine, hyoscyamine and scopolamine have been 
used extensively. In 1926 Raeff, a plant collector, used 
extracts of Bulgarian belladonna root to treat parkin- 
sonism. This form of therapy was taken up and 
extended by Panegrossi,? who designated it the Bul- 
garian treatment. It was soon proved, however, that 
the Bulgarian belladonna root had no properties which 
made it superior as a therapeutic agent to the belladonna 
grown in other countries. Vollmer * considered that 
extracts of belladonna were too inconstant in their 
concentration of alkaloids; he recommended the use 
of synthetic compounds which contained a standard 
concentration of the various alkaloids. Extensive com- 
parative studies have been made using individual 
alkaloids, root extracts and synthetic compounds which 
contain various proportions of the alkaloids. The con- 
sensus has been that no one preparation is superior 
to another. The greatest effect is often obtained by 
shifting from one drug to another, aptly called by 
Wilson “ring the changes.” ° 

Although the belladonna group of drugs has been 


“established as standard therapy in parkinsonism, these 


drugs have been only partially effective. More recently 
a wide variety of other drugs have been tried. Solomon 
and associates ® in 1937 were the first to use amphet- 
amine (benzedrine®) sulfate. This drug, when used 
in conjunction with the belladonna group, has been 
found useful in combating the somnolence and lethargy 
in some cases of postencephalitic parkinsonism. The 
vitamin B complex, especially vitamin B, (pyridoxine 
hydrochloride) was recommended by Jolliffe’ in the 
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treatment of paralysis agitans. Other investigators have 
reported on the use of other drugs such as meperidine 
(dolantin),* curare and diphenhydramine (bena- 
dryl®).° In 1948 Berger and Schwartz** noted 
improvement in some cases of parkinsonism with the 
oral administration of mephenesin (3-ortho-toloxy-1,2- 
propanediol). Other investigators '* have found that 
this drug is effective only when injected intravenously 
and that its action is so evanescent that it has no 
clinical value in the treatment of parkinsonism. 

The present use of a wide variety of drugs indicates 
that there is no satisfactory treatment for parkinson- 
ism and other diseases of the basal ganglions. Con- 
sequently there is a constant search for a drug which 
may have beneficial effects, and any report of such 
a drug is received with enthusiasm. Domenjoz** in 
1946 reported a series of synthetic compounds which 
showed powerful spasmolytic effects without decided 
antisecretory effects. Caramiphen hydrochloride proved 
the most efficient of these compounds. Griinthal '* used 
this drug in a group of extrapyramidal disorders and 
reported that it was more effective than any other 
available agent. He also reported that the toxic side 
effects were less than those encountered with the use 
of drugs of the belladonna group. Caramiphen was then 
made available ** to several groups of investigators in 
this country. In view of the favorable reports from 
abroad, it seemed of some interest to try this drug 
in the treatment of patients with various extrapyram- 
idal disorders. 

MATERIAL 


At Montefiore Hospital there are available a number 
of patients with the various types of diseases of the 
basal ganglions. The drug was given to both inpatients 
and outpatients with varying degrees of severity of 
extrapyramidal disease. There were 43 patients whose 
disease was classified as follows: 28 cases of parkin- 
sonism, of which 17 were of the postencephalitic type 
and 11 were of the idiopathic and arteriosclerotic type; 
6 cases of dystonia musculorum deformans; 3 cases 
of hereditary chronic progressive chorea and 2 cases 
each of bilateral athetosis, hepatolenticular degeneration 
and familial tremor.”® 

METHOD 


In the beginning of the clinical trial with caramiphen, 
as recommended by the distributor, 0.0125 Gm. of the 
drug was given three times a day. The preparation was 
then given in five or six divided doses daily, and 
the amount was gradually increased over a period of 
about two weeks to the point of tolerance, not to 
exceed 0.55 Gm. for the total, daily dosage. After an 
adequate trial with this method of administration, bene- 
ficial effects were not observed. Moreover, side effects 
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were produced in patients as readily by this small 
dosage as they were by relatively larger initial amounts. 
Therefore in some of our cases the initial dosage 
schedule consisted of 0.025 Gm. of caramiphen three 
times a day with gradual increase over weeks or months 
to the point of tolerance. In no case did the dosage 
exceed 0.8 Gm. administered in divided doses every 
three to four hours throughout the day. All the patients 
with parkinsonism had previously been receiving some 
form of belladonna therapy. After the initiation of 
caramiphen therapy the dosage of these belladonna 
preparations was gradually decreased and was entirely 
eliminated after a period of two to three weeks. In 
no case was there a sudden substitution of caramiphen 
for the previous form of treatment. 

Before administration of the drug each patient was 
told that a new form of treatment was to be tried and 
that it was not known whether it would be of any 
more therapeutic value to them than the medicament 
which they had been receiving. An initial examination 
was made to establish the degree of tremor, rigidity 
or other abnormalities, together with the ability of the 
patients to perform their daily activities at home or on 
the wards of the hospital. With the results of this 
examination as a base line, the condition of the patient 
was then reevaluated every two to seven days after 
the start of therapy with caramiphen. Any subjective 
or objective change was noted. Repeated neurologic 
examination served as the basis for any reported objec- 
tive changes in the condition of the patient. 


RESULTS 

Parkinsonism.»—Seventeen patients with postencepha- 
litic parkinsonism were maintained on the spasmolytic 
drug for a period varying from four to thirteen weeks. 
The maximum dosage ranged from 0.075 to 0.8 Gm. 
daily, and this was maintained from one to eight weeks. 
Four patients were subjectively improved, but objec- 
tive improvement was not observed; 5 showed no 
change, and 1 was lost sight of. Seven felt worse, 
and in 3 of the 7 it was necessary to discontinue the 
use of the drug after four to five weeks, while they were 
still receiving relatively small amounts of the medica- 
ment. The 4 patients who displayed some subjective 
improvement were subsequently given no caramiphen 
but given belladonna drugs with maintenance of their 
improved subjective state. 


Eleven patients with parkinsonism on an idiopathic 
or arteriosclerotic basis were maintained on the drug 
from three to fifteen weeks. The maximum dosage 
ranged from 0.05 to 0.8 Gm. daily, and this was main- 
tained from one to seven weeks. Three patients mani- 
fested subjective improvement, 4 were unchanged and 
4 felt worse while taking the drug, 3 having to discon- 
tinue therapy. Of the 3 patients who noted subjective 
improvement, 2 were subsequently given no caramiphen 
and given belladonna drugs without any decrease in 
the subjective sense of improvement. The third patient 
felt less tense and had less dryness of his throat with 
caramiphen than with large doses of the belladonna 
drugs. 

In summary, subjective improvement was observed in 
7 of the 28 patients with parkinsonism but was main- 
tained in only 1 instance. In none of these patients 
was there any objective evidence of improvement. 

Dystonia.—The 6 patients with dystonia musculorum 
deformans were maintained on caramiphen from four 
and one-half to twelve weeks. The maximum dosage, 
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ranging from 0.3 to 0.8 Gm., was maintained from two 
to three weeks. Three patients displayed a mild sub- 
jective improvement, 2 observed no change and 1 was 
worse. None of the patients with dystonia had any 
objective improvement. The 3 who reported mild 
subjective improvement were subsequently taken off 
caramiphen and given no other drug, but they showed 
no change in their subjective state. 

Hereditary Chronic Progressive Chorea——The three 
patients with hereditary chronic progressive chorea 
were maintained on caramiphen from six to eight weeks. 
The maximum dose, 0.8 Gm. in 2 patients and 0.35 
Gm. in a third, was maintained from three to four 
weeks. There was no subjective or objective change in 
any of these 3 patients. 

Bilateral Athetosis—The 2 patients with bilateral 
athetosis were maintained on the drug from six to 
eight weeks. The maximum dosage of 0.6 to 0.7 Gm. 
was maintained for two weeks. The condition of 1 
patient was unchanged; the other became worse sub- 
jectively, and use of the drug had to be discontinued. 

Hepatolenticular Degeneration —The 2 patients with 
hepatolenticular degeneration were maintained on cara- 
miphen from eleven to thirteen weeks. The maximum 


Results with Caramiphen Hydrochloride 


Improved 
Subjective 
No. of Objee- Un. 

Type Cases Initial Final tive changed Worse 
Parkinsonism, postencephalitiec 17* 4 0 0 5 7 
Idiopathic and arteriosclerotic 11 3 4 4 
6 3 0 0 2 1 
Hereditary chronie progressive 

errr 0 0 0 3 0 
Bilateral athetosis.............. 2 0 0 0 1 1 
Hepatolenticular degeneration 2 2 2 2 0 0 
Familial tremor..............++ 2 0 0 0 1 1 

48 12 3 2 16 14 


* Lost sight of 1 case. 


dosage was 0.8 Gm. for nine days and four weeks, 
respectively. In 1 case there was a definite subjective 
improvement. This patient believed that he was walking 
better and that he was steadier and less shaky. Objec- 
tively the patient was able to maintain his arms in 
an outstretched position, something that he could not 
do previously wtihout producing a violent wing-beating 
movement of his arms. Tremor of his legs, which 
before treatment could be brought about by placing 
the limbs in a particular position, was no longer obtain- 
able; there was less tremor of the arms on the finger- 
to-nose test. However, despite improvement the patient 
was unwilling to continue taking the medicament 
because of the unpleasant side effects. 


The other patient had a milder subjective improve- 
ment, i. e., he was less shaky than before. Objectively, 
the tremor of his extended fingers disappeared and the 
patient had better control of his hands, being able 
to tie his shoes and convey solid foods to his mouth. 
Treatment with the drug was discontinued because there 
developed in the patient, who was also diabetic, a 
severe pharyngitis complicated by hepatic crises and 
insulin shock. These complications were not considered 
to be related to administration of the drug. 

Familial Tremors—The 2 patients with familial 
tremor were maintained on caramiphen for five and 


eight weeks, respectively. The maximum dosage, 0.15 
and 0.2 Gm., was maintained for two weeks. In ] 
case there was no change and in the other the patient 
felt shakier. 


Intraveous Use of Caramiphen.—The drug was given 
intravenously to 1 patient with idiopathic parkinsonism 
and to 1 with hepatolenticular degeneration. In each 
case 2 cc. of a 2 per cent solution of caramiphen (0.040 
Gm.) was slowly injected intravenously. In both cases 
profound, unpleasant, subjective sensations were experi- 
enced, consisting of nausea, vomiting, dryness of mouth, 
lassitude and prostration. Objective changes were not 
observed in the patient with hepatolenticular degenera- 
tion. There was a complete loss of voluntary and 
involuntary movement in the patient with idiopathic 
parkinsonism. 

TOXIC EFFECTS 

Thirty-seven (87 per cent) of 43 patients displayed 
some side effects after the oral administration of cara- 
miphen. In 8 cases these were severe enough to warrant 
discontinuance of the medicament. Twenty patients 
complained of dizziness, and this was the primary factor 
in discontinuance of the drug in 4. The dizziness usually 
appeared about one hour after the medicine was taken 
and persisted for one to two hours. Other toxic effects 
were nausea, anorexia, vomiting, drowsiness, weakness, 
dryness of the mouth, blurring of vision and diplopia. 
In general, however, the drug produced less dryness 
of the mouth and blurring of vision than did the 
belladonna derivatives. 

COMMENT 

Analysis of Results—In general, patients with park- 
insonism tolerated caramiphen less well than did those 
with other types of basal ganglionic disease. Only 


5 of 28 patients with parkinsonism were able to tolerate 


a dosage of 0.5 Gm. a day, whereas 9 of the 15 patients 
with other disease of the basal ganglions were able to 
tolerate 0.5 Gm. or more a day. We were unable to 
note any difference in tolerance for the drug between 
the two groups of patients with parkinsonism. 

Age apparently makes no difference in the amount 
of drug that a patient can tolerate. It is to be noted 
that 5 of the 7 patients in whom caramiphen therapy was 
discontinued were over 50 years of age; however, dis- 
continuance of the drug was not related to the size 
of the daily dosage. 

Twelve patients (28 per cent) in this series of 43 
cases manifested some subjective improvement early 
in the course of treatment with caramiphen. At final 
evaluation of the drug only 3 patients (7 per cent) 
had maintained this subjective improvement. Two of 
the 3 were patients with hepatolenticular degeneration 
who also showed some objective improvement. The 
third was a patient with idiopathic parkinsonism. 
Thus, in our series of cases of parkinsonism treated with 
caramiphen only 1 patient (3 per cent) displayed sub- 
jective improvement and none - exhibited objective 
improvement. These results are in agreement with 
those of L. J. Doshay ** and E. B. Schlesinger ** but 
are in sharp contrast to those of Schwab and Leigh,” 
who recently reported that the drug was superior to 
previous medicaments in 65 per cent of their patients 
with parkinsonism. 

Factors Influencing Response to Therapy.—General 
Considerations: It has long been recognized that the 

17. Personal communication to the authors. 
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treatment of patients with chronic disease presents 
problems which are peculiar to the group. These 

ns frequently see in every new drug their long 
awaited hope of cure. Moreover, administration of the 
new drug is combined, as a rule, with repeated exami- 
nations and a great deal of individual attention to the 
patient. Elaborate questioning and examination, though 
otherwise commendable, carry with them a certain 
amount of suggestion and become simple psychothera- 
peutic procedures. 

The course of patients with diseases of the basal 
ganglions is usually a slowly progressive one. How- 
ever, these patients may show fluctuations in their 
symptoms and signs related to changes in their envi- 
ronment or their emotional state. Fluctuations. in the 
severity of the tremor and rigidity of parkinsonism may 
occur independent of therapy and may be of a sufficient 
degree to make evaluation of minor changes difficult 
under any new form of therapy. Thus, investigators *” 
have repeatedly emphasized, even when the standard 
belladonna preparations are used, that it is impractical 
to split hairs over the different degrees of improve- 
ment, such as slight, moderate and the like. 

Psychic state: It is a common observation that the 
tremor and bradykinesia of the person with parkinson- 
ism is affected by his psychic state. In a study of 
psychiatric syndromes which occur in patients with 
diseases of the basal ganglions, Brenner and co-work- 
ers ‘® pointed out the striking relationship of abnormal 
movements to emotional tension. One of our patients 
clearly demonstrated this relationship. The optimum 
dosage of caramiphen was established as 0.55 to 0.65 
Gm. a day, and this dosage was maintained for three 
weeks. At the beginning of this period the patient was 
treated in the hospital. She reported definite subjective 
improvement and was observed to be cheerful, active 
and improved in posture and gait. The patient was 
discharged from the hospital and kept on the same 
dosage of the drug. e situation at home was 
unpleasant, and on subsequent visits to the outpatient 
clinic the patient was “tearful, depressed and markedly 
slowed up.” Her gait and posture had reverted to 
the level prior to therapy. The patient reentered the 
hospital, and the dosage of the drug was maintained 
at the same level. Again subjective improvement was 
observed; once more she was cheerful and active and 
showed improvement in her posture and gait. 

_ Psychotherapy: Among other external factors which 
influence the course of patients with parkinsonism, 
Rabiner and Hand* have pointed out that guided 
activity may lead to considerable improvement. Psy- 
chotherapy in many forms has been shown to have 
a favorable influence on parkinsonism. Such simple 
suggestive therapy as the intravenous use of isotonic 
sodium chloride solution has led to subjective improve- 
ment and at times to objective improvement. 
Loughlin and others** in a study of the value of 
intravenous vitamin B therapy in parkinsonism gave 
imtravenous injections of isotonic chloride solu- 
tion daily to a control group of 10 patients. Nine of 
t control patients displayed initial subjective 
improvement, and 3 of these maintained improvement 

oughout the ten and one-half week period of obser- 
vation. One patient who had been confined to bed 
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and was incontinent was able to get up and about 
daily and walk to the bathroom. 

Hypnosis: Buell and Biehl ** treated 4 patients with 
parkinsonism with hypnosis. In 1 imstance they were 
able to eliminate the tremor entirely under hypnosis 
and for a period of nine minutes with posthypnotic 
suggestion. In 2 other cases the tremor was decreased. 
Marshall ** reported the results of pyschotherapy in 
a group of 9 patients with parkinsonism. In his series 
he eliminated all drug therapy, and instituted a regimen 
of fairly deep psychotherapy, relaxation and reeduca- 
tion. With this method he noted definite improvement 
in 6 of 9 cases. Henderson and Gillespie ** have also 
pointed out that psychotherapy in parkinsonism, espe- 
cially sympathy and understanding, produce improve- 
ment in both mental and physical performance. 


Evaluation of Results—In view of the many factors 
which may influence patients with chronic disease, and 
especially parkinsonism, it is difficult to evaluate the 
effectiveness of treatment with any drug. We consider 
that it is just such factors as these which may explain 
the difference between the favorable reports from other 
investigators on the use of caramiphen and our unfavor- 
able results. 

SUMMARY AND CONCLUSIONS 

Caramiphen hydrochloride (panparnit, diethylamino- 
ethyl-1-phenylcyclopentane-l-carboxylate hydrochlo- 
ride), a spasmolytic drug, was used in the treatment 
of 43 patients with diseases of the basal ganglions. The 
results are summarized in the accompanying table. Of 
43 patients, 12 showed some initial subjective improve- 
ment, 2 displayed objective improvement, 16 remained 
unchanged and 14 became worse. Of the 12 patients 
who initially manifested subjective improvement, only 
3 maintained this improvement in final evaluation. 

Twenty-eight of the 43 patients had parkinsonism. 
None of them showed objective improvement, and in 
only 1 patient (3 per cent) could the subjective 
improvement be attributed to the use of caramiphen. 
Six patients with dystonia musculorum deformans dis- 
played no improvement on this drug. Three patients 
with hereditary chronic progressive chorea also showed 
no improvement. Two patients with bilateral athetosis 
and 2 with familial tremor did not manifest improve- 
ment. Two patients with hepatolenticular degeneration 
exhibited both subjective and objective improvement 
on the drug. 

Thus, of 43 patients treated with caramiphen, 3 (7 per 
cent) had subjective improvement and in 2 of these 
there was also some objective improvement. 

Of the 43 patients, 37 (86 per cent) experienced 
some side effects. The most commonly observed toxic 
effect was dizziness. Other toxic effects were nausea, 
vomiting, anorexia, drowsiness, weakness, dryness of 
mouth, blurring of vision and diplopia. 

It may be concluded that caramiphen is not more 
effective in the treatment of diseases of the basal 
ganglions than drugs previously in general use. It is 
considered that the favorable results obtained by other 
investigators were probably influenced by the intrinsic 
fluctuations of the patient with chronic di and by 
the many psychotherapeutic factors that are inherent in 

the clinical investigation of any drug. 
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CARDIAC ARREST DURING ANESTHESIA 
AND SURGERY 


CLAUDE S. BECK, M.D. 
and 
H. J. RAND Ill 
Cleveland 


This presentation concerns the resuscitation pro- 
cedure and special apparatus for this procedure. We 
suggest that surgeons and anesthetists become interested 
in this procedure. Indeed, it might be advisable for 
the American College of Surgeons and all surgical 
specialty boards to require knowledge of the resuscita- 
tion procedure for certification. 


TYPE OF CASE IN WHICH RESUSCITATION 
CAN BE SUCCESSFUL 


This discussion concerns patients who die in the 
operating room. The patient sustains a breakdown in 
the oxygen system which occurs before the operation 
has started, during operation or after the operation has 
been completed. It might be possible to accomplish 
successful resuscitation elsewhere in the hospital, pro- 
vided requirements can be met. However, these require- 
ments must be anticipated; they cannot be improvised 
at the moment when they are needed. 

Not all patients who sustain a breakdown in the 
oxygen system can be resuscitated, but it is possible to 
resuscitate some of them. For success the patient 
should have a good heart, good lungs and adequate 
blood volume. These are the components of the oxygen 
system; if they are abnormal, resuscitation is probably 
not possible. It is almost futile to try resuscitation in 
a patient with a dilated, hypertrophic heart or in a 
patient with severe coronary artery disease; an attempt 
at resuscitation is useless in a patient with severe 
cardiovascular disease or in a patient with pulmonary 
fibrosis and a vital capacity scarcely compatible with life. 
In a patient with severe blood loss the replacement of 
blood is essential. Blood is the vehicle that carries 
oxygen to the brain, and blood is part of the oxygen 
system. In the case of a woman of small stature who 
gave birth to twins, the intra-abdominal pressure was 
reduced, the blood pooled in the abdominal viscera, the 
heart filled inadequately and stopped beating. It is 
scarcely possible to mention all the conditions in which 
resuscitation might have been successful. Something 
happens in these patients. It might be anoxia due to 
the anesthetic agent. It might be improper aeration 
of the lungs or inadequate filling of the heart. It might 
be a reflex, the effect of a drug or the position of the 
patient. Patients differ. Some have strong hearts 
that do not stop easily, others have weak hearts that 
have a tendency to fail. No doubt the respiratory 
center shows a variable reaction in different patients. 
In the presence of increased intracranial pressure the 
respiratory center is susceptible to small amounts of 
morphine and other sedative drugs. Some patients seem 
to stop breathing more readily than others. 

It can be stated that, regardless of conditions, it 
is possible for the physician to take control of the 
oxygen system for the patient and to manage it for 
several hours, during which time the patient cannot die. 
After a period of time the control of the oxygen system 
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must be given back to the patient. If conditions are 
such that the patient can control the system, then the 
resuscitation will be successful; if the patient cannot 
control it, he will die. 


THE RESUSCITATION PROCEDURE 


The resuscitation procedure consists of two com- 
ponents. One is restoration of the oxygen system; 
the other is restoration of the heart beat. These are 
separate and distinct procedures. The action of the 
oxygen system must be reestablished before degenera- 
tion of brain cells develops. This period is short. 

Restoration of the Oxygen System.—The distribution 
of oxygen to the brain must be reestablished within 
three to five minutes after the system has failed. It 
is always difficult to meet this requirement. There 
are two components to the oxygen system. One com- 
ponent is the introduction of oxygen into the lungs; 
the other is the circulation of oxygen to the brain. One 
is of no use without the other. The best way to intro- 
duce oxygen into the lungs is by way of a tube inserted 
in the trachea, through which oxygen from a bag is 
forced into the lungs. Other methods are not adequate. 
It takes a moment to introduce a tube. To circulate the 
oxygen it is necessary to reach the heart and empty it 
by hand. The lungs must be filled with oxygen, and 
the heart must be squeezed. These procedures must 
be carried out without interruption. 

Restoration of the Heart Beat—The part of the 
resuscitation procedure involving restoration of the 
heart beat is not difficult, nor is it urgent. There is no 
hurry. The lungs must be well inflated and well deflated 
with each respiration. At the same time the heart must 
be emptied by hand, and this must be kept up. As 
long as these two procedures are carried out, the patient 
is protected, and time is not a factor from this point on. 

When the heart stops beating, it shows either ven- . 
tricular standstill or ventricular fibrillation. The method 
for restoration of the normal beat is different in each 
of these conditions. It is not always possible to differ- 
entiate the two conditions. The fibrillary movements 
may be fine and scarcely noticeable. The heart may 
appear to be at a standstill when ventricular fibrillation 
is present. An electrocardiogram will show which of 
these conditions is present, and it is advisable to get 


‘an electrocardiogram after the oxygen system has been 


restored. Time can be taken for this. 

Ventricular Standstill or Asystole——When the heart 
is in ventricular standstill or asystole, it may start with 
massage alone. If not, epinephrine is used. The dose 
is 0.5 ce. of 1:1,000 epinephrine diluted in 5 cc. of 
sodium chloride solution. Large doses of epinephrine 
should not be used. Epinephrine is applied to the 
surface of the heart or injected into the right ventricular 
cavity. If the heart is not the seat of disease it will 
always start beating. 

Ventricular Fibrillation —For ventricular fibrillation, 
5 cc. of 1 per cent solution of procaine hydrochloride 1s 
used, part of which is applied to the surface of the heart 
and the remainder injected into the right ventricular 
cavity. Electrodes are placed one on each side of the 
heart, and a shock of 110 volts and 1.5 amperes is sent 
through the heart. It may be necessary to repeat the 
shock, because the fibrillary movements may persist. 
After all fibrillary movements have disappeared, the 
heart is in asystole or standstill. The technic described 
previously for this, consisting of massage and 
administration of epinephrine, is used. Any no 
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heart can be made to beat. Fibrillation must have 
disappeared. If it has not disappeared, then procaine 
hydrochloride and electric shock are necessary. 

We have successfully defibrillated the ventricles of 
the human heart in 2 patients, both of whom recovered, 
and we have had temporary success ir every case in 
which defibrillation was attempted. The procedure was 
attempted in approximately 12 cases. e believe that 
the human heart can be defibrillated in every case. One 
successful case of defibrillation of the human heart, 
verified by electrocardiogram, in which electric shock 
was not used was reported by Lamson, Schaeffer and 
Lincoln.) The heart was defibrillated by massage and 
the use of epinephrine. 


END RESULTS AFTER RESUSCITATION 


Experience indicates that the coordinated heart beat 
can be restored in every normal heart, provided the 
lungs are properly inflated with oxygen and then 
deflated and the heart is properly massaged. The 
administration of epinephrine and procaine hydro- 
chloride and electric shock are necessary in addition 
to maintenance of the oxygen system. The ease with 
which the heart beat can be restored is impressive. 
Equally impressive is the death of the respiratory cen- 
ter and brain after the heart beat has been restored. 
Confronted with the latter situation the surgeon regrets 
his inadequacy and delay in taking control of the 
oxygen system. Here are some of the questions he 
asks himself. Why did I take time to listen with a 
stethoscope to determine whether there were any heart 
sounds? Why did I take time to inject epinephrine 
into the heart through the chest wall? Why did I take 
time to scrub and drape the field? Why did I not react 
more quickly? Why was I so slow? 

Three types of result are possible after reestablish- 
ment of the heart beat: (1) complete recovery of heart 
beat, respiration and cerebral function; (2) temporary 
recovery of both heart beat and respiration but no 
recovery of cerebral function, and (3) recovery of heart 
beat but no recovery of respiration. 

After the heart beat has been restored and the 
incision in the chest has been closed, a number of 
problems may arise. One concerns respiration. The 
intratracheal tube is kept in place until consciousness 
returns. The breathing machine is used if respiration 
is not adequate. An oxygen tent may be beneficial. 
The administration of caffeine may be indicated. The 
pulse rate may be rapid, and for this quinidine sulfate 
or intravenously administered digitalis may be used. 
The blood pressure may fall, and transfusion of whole 
blood and intravenous injection of dextrose may be 
used. Various drugs to elevate blood pressure may be 
administered. 

APPARATUS FOR RESUSCITATION 

Breathing Machine—A breathing machine may not 
be essential for resuscitation, but it is an important 
aid. A rubber bag filled with oxygen can be squeezed 
by hand, and the lungs can be made to inflate and 
deflate well by this method. However, over a long 
period a machine does this job much better than can be 
done by hand. It is recommended that every operating 
toom have a breathing machine made for this purpose. 
Aeration of the lungs must meet certain requirements 
for success. For emphasis it is repeated that the lungs 
must be well inflated and then well deflated with each 
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respiration. The surgeon must observe the lungs to 
make certain that this part of the procedure is satis- 
factory. Then the anesthetist must carry on, and the 
surgeon must be able to dismiss this part of the pro- 
cedure from his mind. 

Several satisfactory breathing machines are available. 
The one that we use both in our research laboratory 
and also for patients was devised by Rand and Wolfe 
(fig. 1). It is run by a spark-proof electric motor. 
The respirator by Mautz is satisfactory, but it requires 
compressed air to run it. The machine by Craaford is 
unnecessarily complicated. 


Suction Cups Used for Cardiac Massage and Also as 
Electrodes.—At one time it appeared possible to make 
a machine for massage of the heart. It was anticipated 
that a machine could be constructed which, when placed 
around the heart, might be able to maintain a normal 
blood pressure. These objectives were not accom- 


Fig. 1.—All uirements for oxygenation of the lungs are provided by 
this respirator. t delivers oxygen through an intratracheal tube. 
spark-proof motor rotates a cam, which in turn moves an aluminum plate 
in a vertical direction and compresses a rubber bag filled with oxygen. 
Rate of respiration and tidal exchange can be controlled. The shape of 
the cam determines the type of respiratory cycle. The most effective 
cycle consists of gradual inflation, maintenance of inflation for about 
25 per cent of the cycle and rapid, brief deflation of the lungs. As the 
plate falls during expiration it dilates the bag, which in turn produces 
suction to overcome the inertia of oxygen exchange in lungs and broncho- 
tracheal tree. 


plished. It was possible to make a device that could 
squeeze the heart, but the mechanical device could not 
do this any better than could be done by hand massage. 
The reason for this became obvious. By either method 
the heart was simply squeezed together and emptied. 
Neither method influenced diastolic filling. The ques- 
tion arose as to whether or not diastolic filling could be 
hastened and improved. Suction cups were devised by 
H. J. Rand which made it possible to fill the heart 
rapidly. This in turn made it possible to empty the 
heart at an increased rate. These suction cups made 
it possible to increase the pulse waves from 40,to 60 per 
minute (the rate by hand) to approximately 120 
per minute. Measurements of output by the heart were 
not made, but it is our opinion that the amount of 
blood put into circulation is approximately doubled by 
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this method as compared to hand massage of the heart. 
We observed that the anoxic color could be washed out 
of the heart more effectively and more rapidly by use of 
the suction cups than by hand massage. 

The suction cups are used to fill the heart and to 
squeeze the heart together. They are also used as 
electrodes (fig. 2). Both the amount of suction and 
the amount of current can be regulated. We found that 
the most desirable method for defibrillation employed 
electrodes that measured about 2.5 inches (6.35 cm.) 
in diameter and an electric shock with a current of 
110 volts and 1.5 amperes. 


Fig. 2.—Rand suction cups and defibrillator. 


SUMMARY 
The resuscitation procedure is presented as a formal 
exercise. It can be readily acquired in the experimental 
laboratory. If surgeons and anesthetists desire to learn 
the procedure the authors would establish a course of 
instruction which would require about five days. 
2065 Adelbert Road. 


ABSTRACT OF DISCUSSION 


Dr. Tuomas J. Dry, Rochester, Minn.: The presentation 
by Dr. Beck teaches that physicians must anticipate sudden and 
unexpected derangement of cardiac function. They must recog- 
nize what type of derangement has occurred, what to do in 
each case, and they must have the tools with which to work 
when the need arises. If one is fully aware of how the patient 
acts when he is awake, one might be better able to anticipate 
what might go wrong when he is under anesthesia. An attack 
might develop during the course of an operation in a patient 
who is subject to paroxysms of abnormal rhythm; this attack 
could be better handled if the operating team anticipated its 
happening. Again, if a certain position causes respiratory or 
cardiac embarrassment to a patient while he is awake, he can 
hardly be expected to tolerate that position while he is under 
the influence of an aesthestic agent. The recognition of what 
has gone wrong during an operation is often difficult. Dr. 
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Beck has indicated that the treatment of ventricular fibrillation 
is different from the treatment of asystole. Distinction 
between these conditions, without the help of electrocardiograms, 
often is difficult, even when the thorax is already open. [ 
have had the opportunity to study continuous recordings of 
electrocardiograms and of electroencephalograms made during 
anesthesia. There are warning signals which may be picked 
up by instrumental means before the patient’s condition 
becomes serious. One of the interesting observations is 
that at certain definite levels of anesthesia the sinoauricular 
node, the pacemaker, has a tendency to lose its most important 
function, that of dominating the rhythm of the heart. This 
means that areas outside this node may give rise to either 
isolated ectopic beats or, at times, to ectopic rhythms. A not 
infrequent change is the assumption of a nodal rhythm as the 
patient goes from light to fairly deep surgical anesthesia. The 
normal sinus rhythm returns at levels of surgical anesthesia, 
As the patient comes out of the anesthesia, the reverse is seen. 
There is usually no appreciable effect on the circulation while 
the rhythm is controlled by a focus within the auricles. The 
dangerous disturbances of rhythm are those initiated in 
the ventricles themselves. The sequence probably is, first, the 
occurrence of frequent ventricular extrasystoles, followed by 
runs of ventricular tachycardia which may eventuate in cither 
ventricular fibrillation or cardiac standstill. These events all 
can occur in an extremely short period. If therapy could be 
directed toward correcting this disturbance of rhythm early 
in the cycle, it might not be necessary to resort to the heroic 
measures. This procedure could be profitably incorporated into 
the program of resuscitation. 


Dr. Rosert B. Orr, Boston: My associates and I feel 
strongly, as does Dr. Beck, that surgeons and anesthesiologists 
should become interested in resuscitation in these cases and 
should be trained to do a routine procedure which can be used 
without delay or confusion. In the past seven years there have 
been 15 cases of cardiac arrest and resuscitation in the Lahey 
Clinic operating rooms. This concurs with the experience of 
Bailey and others and leads us to assume that the same inci- 
dence of this complication may be expected in any busy 
operating theater. A quick diagnosis of cardiac arrest is 
essential, since there are only three minutes during which 
treatment must be given in order to be effective. The anes- 
thesiologist is usually the first to be aware that the complication 
has occurred. Clinically, we consider cardiac arrest to have 
occurred when, without previous warning, the pulse and blood 
pressure have suddenly disappeared. The surgeon is notified 
immediately, so that he can check arterial pulsations. If none 
are obtainable, a plan of action is instituted immediately. The 
important point is that this plan has been prepared in advance. 
This plan has been presented in detail in an article by Drs. 
Ruzicka and Nicholson of the Lahey Clinic. 1. The anesthesi- 
ologist must immediately begin artificial respiration with 100 per 
cent oxygen. 2. The surgeon must begin cardiac massage 
immediately, as this is the all-important step. 3. Drug therapy 
consists of the use of procaine hydrochloride and epinephrine. 
We have in the operating rooms, ready and mixed, syringes 
containing 0.5 cc. of epinephrine (1: 1,000) and 9.5 cc. of 
procaine hydrochloride (1 per cent), so that both drugs may be 
administered in a single injection. 4. General methods of treat- 
ment include the intravenous administration of fluids and use 
of a Trendelenburg position of 5 to 10 degrees. In our total 
of 15 cases, all hearts were revived. Seven patients survived 
the complication, and 1 patient appeared to recover but died 
of a coronary occlusion on the second postoperative day. Our 
survival rate at present is 46 per cent. The work of Dr. Beck 
in using electric countershock in ventricular fibrillation is 
interesting, and his results are impressive. Also, the use of 
suction cups for cardiac massage presents interesting posst- 
bilities. However, I wonder whether these methods will be 
clinically practical. 

Dr. Jonn W. Devry, Lynchburg, Va.: My co-workers and 
I recently had a case of cardiac arrest that I believe is appropri 
ate to report, for two reasons, first, to emphasize the importance 
of a good anesthetist and, second, to report a type of incision 
that exposes the heart without entering either pleural cavity. 
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An 82 year old woman was first seen by us in June 1947 
because of symptoms referable to her gallbladder, which con- 
tained a large, solitary stone. It was decided that surgical 
intervention should be avoided because of her moderately severe 
coronary artery disease. Eighteen months later she returned 
with generalized peritonitis caused by a perforation of the 
sigmoid. The abdomen was opened with the patient under 
spinal anesthesia, and the perforation was closed in about forty 
minutes. As we started to close the heart, cardiac action 
stopped. The heart was massaged through the diaphragm for 
about three minutes with no results. This illustrates my first 
point, the need for good anesthetists. Without an intratracheal 
tube and without even a positive pressure machine in the 
hospital, it was necessary that the pleural cavities not be entered. 
This was successfully done by extending the abdominal incision 
in the midline to the xyphoid. The diaphragm was opened 
in the midline directly into the mediastinum without entering 
either pleural space. The pericardium was opened, giving excel- 
lent exposure of the heart. The heart was massaged, and 
epinephrine was injected directly into the myocardium. The 
heart started beating after about nine minutes of arrest. The 
patient then had to be maintained with artificial respiration 
45 minutes. She began having convulsions on the operating 
table, and these persisted until her death, eighteen hours later. 
The bram was examined at Duke Hospital for evidence of 
cerebral anoxemia, but no such evidence was seen. Perhaps 
Dr. Beck will comment on this in closing. 


Dre. H. A. Gamsie, Greenville, Miss.: I have had 7 cases 
of cardiac arrest during operative procedures. In 3 of these 
the abdomen was already open, and an attempt was made to 
massage the heart through the diaphragm. This is not the best 
method of approach for cardiac massage, and one feels at the 
time as if he were tickling the heart. Fortunately for me, all 
3 patients were resuscitated by this method of massage in con- 
junction with the use of intracardiac injections of epinephrine. 
I have had 4 other cases in which the approach was through 
the chest wall. For the best route of approach the operator 
should make an incision about 4 inches (10 cm.) long to the 
left of and parallel to the sternum, cutting the cartilages of the 
third and fourth ribs. Two additional incisions are then made 
al.ng the second and fifth intercostal spaces for a distance of at 
least 2¥% to 3 inches (6 to 8 cm.). This enables one to raise 
a flap over the heart, thus giving free access to it. My 
co-workers and I believe that this is the most rational method of 
approach, and, if cardiac arrest has not been too long, one will, 
in most cases, be able to overcome the arrest by cardiac 
massage. At first one can feel a fine tremor; a little later 
fibrillation will develop, and soon there will be some pronounced 
cardiac contractions. It has been our practice as soon as the 
chest was opened to inject 1 cc. of epinephrine into the region 
of the auriculoventricular septum. As soon as fibrillation is 
manifested an injection of 2 to 4 cc. of 1 per cent procaine 
hydrochloride solution is made directly into the heart to control 
the fibrillation. Of the 4 patients, 1 was never resuscitated and 
at autopsy was found to have had advanced coronary disease. 
Three others were resuscitated and lived for periods varying 
from forty-eight to seventy-two hours. At autopsy 1 patient 
was found to have died as the result of pulmonary embolism. 
The second had decerebration and ultimately died. For this 
procedure to be successful, it is absolutely essential that the 
physician act promptly. The work must be done within the first 
three or four minutes; otherwise, though the patient is resusci- 
tated, he will eventually succumb to the injuries of the central 
nervous system incident to anoxemia. 


Dre. Samus. L. Lreserman, Buffalo: Recently a physician 
who practices in Lynchburg, Va., commented to me on the poor 
facilities for anesthesia available. He attributed this to the 
hospital board, which insists on deriving a profit from the 
services of the anesthesiologist. The unfortunate situation 
described by Dr. Devine with its tragic sequel, demonstrates 
clearly that medical practice should be controlled and decided 
by the hospital staff, not by laymen. 

Me. H. J. Ranp, Cleveland: The apparatus which my 
co-worker and I made for Dr. Beck is unnecessarily compli- 
cated. It was built to give variable currents and variable 
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degrees of suction and was used for experimental purposes. 
Now we know what the optimum shock should be; we also 
know what the proper degree of suction should be. The 
mechanism to produce these can be built into a simple type 
of apparatus for use*in the operating room. Dr. Beck asked 
me, as an engineer, to help him in the problem of cardiac 
massage. When the heart is massaged by hand the blood pres- 
sure can be elevated to about 60 mm. of mercury, and the 
heart can be squeezed by hand at the slow rate of about 50 times 
per minute. We considered the possibilities of building a 
machine which could produce a normal blood pressure. Rubber 
bags were made to fit around the heart, and the heart was 
squeezed together by intermittent inflation of the rubber bag. 
We found that this was no more effective than massage by hand. 
It became apparent that we were dealing only with the emptying 
of the heart and that we were not providing for the filling of 
the heart. We then conceived the idea of suction cups to be 
applied to the heart and to pull the heart apart, so to speak, in 
order to make it fill better. By means of these suction cups, 
one applied over each ventricle, it was possible to empty and 
fill the heart as rapidly as desired. A pulse rate of 120 per 
minute could be obtained, and the blood pressure could be built 
up to almost normal levels. The apparatus need not be compli- 
cated. We found that 60 to 120 volts could be used. The 
amperage must be sufficient to supply an adequate amount of . 
current. Otherwise the heart cannot be shocked out of fibrilla- 
tion. The suction cups are extremely simple. The gages on the 
apparatus are not finished items. We will be able to furnish this 
apparatus to anyone who would like to have it for the cost of 
the various parts. 
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SULFADIAZINE - SULFAMERAZINE - SULFA- 
METHAZINE MIXTURE.—Liquoid Metha-Merdia- 
zine (McNerL).—Tripazine (Eaton).—Trisulfazine (Cen- 
TRAL).—A_ sulfonamide mixture containing equal weights of 
sulfadiazine U. S. P., sulfamerazine U. S. P. and sulfametha- 
zine, to which there may or may not be added a suitable com- 
patible agent to increase the fu of the urine. The structural 
formula of the sulfonamides may be represented as follows: 


N / 


Actions and Uses——The combination of equal parts of sulfa- 
merazine, sulfadiazine and sulfamethazine has been shown, when 
given in the suggested dosage, to provide approximately the same 
therapeutic activity that is obtained when each of the drugs 
is administered singly in the recommended doses. Comparable 
total sulfonamide blood levels are thus produced with the recom- 
mended doses of the mixture as for each of the drugs given 
at its suggested dosage. These mixtures have been shown to 
provide the same effect with one-third to one-half the amounts 
of each of its components as can be achieved by the amount 
required of any one of its constituents administered singly. 
Such a mixture of equal parts thus reduces the incidence of 
crystalluria to the extent that the amount required of the 
individual components is diminished. 
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Triple mixtures of the sulfonamide drugs have been shown 
to reduce the incidence of renal crystalluria to a greater extent 
than the dual mixtures of sulfonamides. As in the case of the 
sulfonamide drugs administered singly or as dual mixtures, 
further addition or simultaneous administration of a suitable 
alkalizing agent to the triple mixture tends further to prevent 
the formation of sulfonamide crystals in the urine. 

Specific indications for the use of sulfonamide drugs are 
indicated in the individual monographs for sulfadiazine, sulfa- 
merazine and sulfamethazine. Until further evidence becomes 
available, claims that mixtures of the sulfonamide drugs reduce 
the incidence of untoward effects other than renal crystalluria 
are not permissible. 

Dosage—In the treatment of acute pneumococcic, strepto- 
coccic and meningococcic infections the maintenance of a 
concentration of total sulfonamide drugs in the blood of 10 
to 15 mg. per 100 cc. will usually be sufficient. Blood serum 
concentrations of this magnitude may be attained within four 
hours by the oral adminisrtation of 3 or 4 Gm. of the triple 
sulfonamide mixture as an initial dose, followed by 1.0 Gm. 
every six hours. This dosage should be continued for 72 hours 
after the temperature and pulse and respiration rates return to 
normal. In severe infections, it may be desirable to increase 
the dosage. However, concentrations of the combined drugs 
in the blood in excess of 12 mg. per 100 cc. are rarely needed. 

For children an initial dose of 65 to 100 mg. total sulfona- 
mide drugs per kilogram of body weight followed by one- 
quarter the initial dose every six hours. This dosage should 
be adjusted to meet the requirements of the particular case. 

Only oral preparations are suited for the administration of 
sulfonamide mixtures, and these are available in either tablet or 
liquid forms to provide a unit dose of 0.5 Gm. total sulfonamide 
content. 


Tests and Standards.— 


SULPADIAZINE-SULPAMERAZINE-SULFAMETHAZINE SUSPENSION: 

Assay: By means of a pipet transfer to a weighing bottle and 
accurately weigh a sample which contains approximately 0.5 Gm. of 
combined sulfonamide drugs. Transfer the sample to a 250 ml. Erlen- 
meyer flask with a minimum of water (15 to 20 ml.). Add 10 mil. of 
hydrochloric acid and shake the flask for 10 minutes. Filter and wash 
the residue on the filter paper with three 20 ml. portions of diluted 
hydrochloric acid. Cool the filtrate to 15 C., add about 25 Gm. of 
crushed ice and determine the total sulfonamide content present by the 
diazotization titration described in the assay for Sulfadiazine in U. S. P. 
XI/il, p. 526. Each ml. of 0.1 M sodium nitrite is equivalent to 
0.02643 Gm. of combined sulfonamide drugs. If the sulfonamide content 
is expressed in terms of weight per volume, determine the density 
of the suspension at room temperature by filling a specific gravity 
bottle of known volume with the suspension and accurately weighing it. 
The total sulfonamide content should not be less than 95 nor more 
than 105 per cent of the claimed amount. 


TABLETS: 

Assay: Accurately weigh 25 tablets and grind them to a fine powder 
in a mortar. Weigh out an amount of powder equivalent to 0.5 Gm. 
of combined sulfonamide drugs. Transfer the weighed powder to a 
250 ml. Erlenmeyer flask and add from 15 to 20 ml. of water. Continue 
the assay as directed in the monograph for Sulfadiazine-Sulfamerazine- 
Sulfamethazine Suspension, beginning with the sentence, “Add 10 ml. 
of hydrochloric acid and shake for 10 minutes.”” The total sulfonamide 
content should not be less than 95 nor more than 105 per cent of the 
claimed amount 
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Palatabs Trisulfazine: 0.25 Gm. Each tablet contains .083 
Gm. each of sulfadiazine, sulfamerazine and sulfamethazine. 

Suspension Trisulfazine with Sodium Lactate: 60 cc., 
473 cc. and 3.78 liter bottles. A stable suspension containing 
33 mg. each of sulfadiazine, sulfamerazine and sulfamethazine 
and 0.1 Gm. of sodium lactate in each cc. Preserved with methyl- 
paraben and propylparaben. 

Tablets Trisulfazine: 0.5 Gm. Each tablet contains 0.167 
Gm. each of sulfadiazine, sulfamerazine and sulfamethazine. 


Eaton Laporatories, Inc., Norwica, N. Y. 

Tablets Tripazine: 0.5 Gm. Each tablet contains 0.167 Gm. 
each of sulfadiazine, sulfamerazine and sulfamethazine. 
McNeit Laporatories, Inc., 32. 

Liquoid Metha-Merdiazine: 120 cc. and 480 cc. bottles. 


A homogenized dispersion containing 33 mg. each of sulfadiazine, 
sulfamerazine and sulfamethazine in each cc. 
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SULFAMETHAZINE. — (N’-[4, 6-Dimethyl-2-pyrimidy]| 
278.32.—The structural 
formula for sulfamethazine may be represented as follows: 


Hy 
tH, 


Actions and Uses—Suliamethazine resembles sulfadiazine and 
sulfamerazine in certain of its pharmacologic effects. When 
the drug is administered by the oral route, its rate of absorption 
from the gastrointestinal tract (as measured by the concen- 
trations of the drug in the blood) was more rapid than that 
of sulfamerazine. Sulfamethazine is conjugated to the acetyl 
derivative relatively easily in the blood and tissues. It is bound 
to the blood proteins to a greater degree than is sulfadiazine, 
and in general the concentration of this drug in the red blood 
cells is less than it is in the plasma. Sulfamethazine passes into 
the cerebrospinal fluid in concentrations of 40 to 50 per cent 
of that in the blood. In this respect, it penetrates less easily 
than does sulfadiazine. Its renal clearance is similar to that of 
sulfamerazine and about half that of sulfadiazine. 

It is excreted readily by the kidneys, in both the free and 
acetylated forms. The latter constitutes about 70 per cent of 
the sulfamethazine recovered in the urine. If renal function is 
impaired, the excretion of sulfamethazine will be reduced and 
the drug will accumulate in the blood and tissues. The excretion 
of the drug following a single dose is generally moderately 
rapid, with most of the drug being out of the body within 
forty-eight hours. Following single doses, the concentrations 
of sulfamethazine noted in the blood at four and twelve hours 
are somewhat lower than those noted with sulfamerazine but 
greater than those noted when sulfadiazine has been administered. 
Sulfamethazine is more soluble in the acid range of urinary pa 
than is either sulfadiazine or sulfamerazine. The same is true 
for acetyl sulfamethazine in the acid range. 

The toxic manifestations of sulfamethazine are in general 
similar to those produced by sulfadiazine or sulfamerazine, 
although it is claimed that this drug is less likely to produce 
renal damage. 

Sulfamethazine is effective in the treatment of hemolytic 
streptococcic, pneumococcic, meningococcic and staphylococcic 
infections. It also has been useful in treating certain urinary 
tract infections produced by Escherichia coli, Aerobacter acro- 
genes, Pseudomonas aeruginosa, and Proteus vulgaris. 

Dosage-—When administered by the oral route to patients 
suffering from severe infections, the initial dose should be based 
on 0.10 Gm. per kilogram of body weight up to 50 Kg. 
of weight. Patients weighing more than 50 Kg. should 
not, receive more than 5 Gm. of sulfamethazine as an initial 
dose. The maintenance dose of this drug in adults is 1.0 Gm. 
given at intervals of six hours. In children, one fourth of the 
initial dose given at intervals of six hours constitutes an adequate 
maintenance dose. 

Tests and Standards.— 

Sulfamethazine occurs as a white to yellow-white, almost odorless 
powder possessing a slightly bitter taste, which may darken on exposure 
to light. It is freely soluble in dilute mineral acids and aqueous solu- 
tions of potassium hydroxide and sodium hydroxide, soluble in acetone, 
slightly soluble in alcohol and very slightly soluble in water. It melts 
between 197 and 200 C. 

Place about 0.5 Gm. of sulfamethazine in a test tube, wrap wet 
filter paper around the upper portion of the test tube and heat the 
lower portion in a bath at 230-250 C.: a white, crystalline sublimate 
collects on the cool upper portion of the tube. The fumes evolved 
during the decomposition possess a slight odor of hydrogen sulfide. Trans- 
fer the sublimate to another test tube and resublime as previously 
described. After being dried over phosphorus pentoxide for 24 hours, 
the sublimate melts between 151 and 153 C. (sealed capillary) (distinc- 
tion from the purified sublimates of sulfapyrazine, mp. 120-122 C.; 
sulfadiazine, mp. 126-127 C.; sulfamerazine, mp. 159-161 C.). > 

To 0.1 Gm. of sulfamethazine add 10 ml. of distilled water and just 
sufficient 0.1 N sodium hydroxide to give a faint pink spot on phenol- 
phthalein paper. Add 5 drops of cupric sulfate T a yellow 

reen precipitate forms, which becomes brown on standing (distinction 

ps sulfadiazine, which forms an olive green precipitate, changing to 
purpie-gray on standing; from sulfaguanidine, which is insolulble m 
cold sodium hydroxide, but gives a dark brown precipitate in bovling 
solution; from sulfamerazine, which forms an olive green precipitate, 
turning dark gray on standing; from sulfanilamide, which forms 0 
precipitate or a light biue one; from sulfapyridine, which forms an apple 
green precipitate, turning olive gregn on standing; from sulfapyrazine, 
which forms a light green precipitate, changing to white on standing; 
and from sulfathiazone, which very rapidly changes from a brown to @ 
violet precipitate). 
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Dissolve 1 Gm. of sulfamethazine in 25 ml. of 1 N sodium hydrox- 
ide: the solution is yellow to faintly yellow without more than a 
trace of turbidity. 

To 25 ml. of a saturated aqueous solution of sulfamethazine add 
2 drops of phenolphthalein T. S. and titrate with 0.1 N sodium hydrox- 
ide: not more than 0.5 ml. of sodium hydroxide is required to produce 

»ink color. 

* Hissolve 6.5 Gm. of sulfamethazine in a mixture of 5 ml. of nitric 
acid and 5 ml. of distilled water, add 1 ml. of silver nitrate T. S., 
mix well and allow to stand for 5 minutes protected from direct sun- 
light: the turbidity does not exceed that produced in a control test 
made with 0.1 ml. of 0.02 N hydrochloric acid. 

Dissolve 0.5 Gm. of sulfamethazine in a mixture of 5 ml. of hydro- 
chioric acid and 5 ml. of distilled water, add 1 ml. of barium chloride 
T. S., mix well and allow to stand for 10 minutes: the turbidity does 
not exceed that produced in a control test made with 0.1 ml. of 0.02 N 
ulfuric acid. 

. Dissolve 0.5 Gm. of sulfamethazine in just sufficient sodium hydroxide 
T. S. to givé complete solution, and add 20 ml. of distilled water and 
5 drops of freshly prepared sodium sulfide T. S.: the darkening pro- 
duced does not exceed that developed in a control to which has been 
added 1 ml. of standard lead nitrate solution (1 ml. = 0.01 mg. of 
lead) corresponding to a heavy metals limit of 20 ppm. 

Dry an accurately weighed portion of sulfamethazine at 105 C. for 
4 hours: the loss in weight does not exceed 0.5 per cent. 

lenite about 1 Gm. of sulfamethazine, accurately weighed. Cool; 
add sufficient sulfuric acid to moisten the charred mass, and ignite to 
constant weight: the ash is not more than 0.1 per cent. : 

Weigh, accurately, about 0.5 Gm. of sulfamethazine, previously dried 
at 105 C. for 4 hours, and transfer to a beaker. Add 20 ml. of 
hydrochloric acid and 50 ml. of water, cool to 15 C., add about 25 Gm. 
of crushed ice, and slowly titrate with 0.1 M sodium nitrite until 
a blue color is produced immediately when a glass rod dipped into 
the titrated solution is streaked on a smear of starch iodide paste T. S. 


When the titration is complete, the end point is reproducible after the 
mixture has been allowed to stand for 1 minute. Each ml. of 0.1 
M <odium nitrite is equivalent to 0.02783 Gm. of sulfamethazine: the 
amount of sulfamethazine found is not less than 99.0 nor more than 


101.0 per cent. 


CONTRACEPTIVE JELLIES AND CREAMS (See 


New and Nonofficial Remedies 1949, p. 285). 

The following dosage form has been accepted: 
Tastix Company, New York. 

Marvosan Creme: 70.8 Gm. collapsible tubes. A stearic acid 
cream having a pu of 7.45, pregared from the formula: 


Per Cent 
1.96 
Propylparaben 0.1 


Packaged with or without a Marvosan Applicator. 
U. S. trademark 278,907. 

Marvosan Applicator: A transparent plastic syringe threaded 
to screw onto the tubes of Marvosan Creme, to permit filling by 
compression of the tube. The full capacity is 5 cc., the recom- 
mended dose. 


METHAPYRILENE HYDROCHLORIDE (See New 
and Nonofficial Remedies 1949, p. 24). 

The following dosage forms have been accepted: 

Lasoratories, Inc., Norta Cuicaco, ILL. 

Cream Thenylene Hydrochloride 2%: 30 Gm. tubes and 
454 Gm. jars. A cream containing 20 mg. of methapyrilene 
hydrochloride in each cc. 

Biue Line Cuemicat Company, St. 2. 

Tablets Methapyrilene Hydrochloride: 50 mg. 


PERTUSSIS VACCINE COMBINED WITH DIPH- 
THERIA AND TETANUS TOXOIDS (See New and 
Nonofficial Remedies 1949, p. 508). 

The following dosage form has been accepted : 


Tre Natronat Druc Co., 44. 


Diphtheria and Tetanus Toxoids, Alum Precipitated, 
and Pertussis Vaccine Combined: 7.5 cc. vials for five com- 
plete immunizations. One complete immunizing treatment (three 
0.5 cc. injections) contains two human doses each of diphtheria 
and tetanus toxoids and 45,000 Hemophilus pertussis. Preserved 
with thimerosal 1: 10,000. 


nm. S. P. (See New and Nonofficial Remedies 
p. ; 

The following. dosage form has been accepted : 

Tue Vate Cuemicat Company, Inc., ALLENTOWN, Pa. 
Tablets Digitoxin: 0.1 mg. and 0.2 mg. _ 


ESTROGENIC SUBSTANCES (WATER INSOLU- 
BLE) (See New and Nonofficial Remedies 1949, p. 367). 
The following dosage forms have been accepted: 
CentraL PHARMACAL ComPANy, SEYMouR, IND. 


Aqueous Suspension Estronol: 10 cc. vials: A suspension 
containing 20,000 I. U. (2 mg.) of estrogenic substances in each 
cc. 5 cc. vials: A suspension containing 50,000 I. U. (5 mg.) 
of estrogenic substances in each cc. Preserved with 0.5 per cent 
of chlorobutanol. 

Novocot Cuemicat Mrc. Co., INc., Brookiyn 7. 


Aqueous Suspension Estrogenic Substances: | cc. Thera- 
pules: An aqueous suspension containing 20,000 I. U. (2 mg.) 
of estrogenic substances in each cc. 


HEPARIN SODIUM (See New and Nonofficiai Remedies, 
1949, p. 348). 

The following dosage forms have been accepted: 

OrcGanon, Incorporatep, Orance, N. J. 

Solution Liquaemin Sodium: 10 cc. vials: A solution con- 
taining 10 mg. of heparin sodium in each cc. Preserved with 
0.45 per cent of phenol. 

Solution Liquaemin Sodium (High Potency): 10 cc. 
vials: A solution containing 50 mg. of heparin sodium in each 
cc. Preserved with 0.45 per cent of phenol. 


PENICILLIN FOR TOPICAL APPLICATION (See 
New and Nonofficial Remedies 1949, p. 158). 

The following dosage form has been accepted: 
ScHENLEY Laporatories, INc., New York 1. 


Troches Crystalline Potassium Penicillin G: 5,000 units. 


TETANUS TOXOID, ALUM PRECIPITATED- 
U. S. P. (See New and Nonofficial Remedies 1949, p. 502). 

The following dosage form has been accepted: 

Parke, Davis & Co., Detroit 32. 

Tetanus Toxoid (Alum Precipitated): 1 cc. vials in pack- 
ages of ten 1 cc. vials and 5 cc. vials in packages of ten 5 cc. 
vials. 

THEOPHYLLINE-SODIUM GLYCINATE (See New 
and Nonofficial Remedies 1949, p. 330). 

The following dosage form has been accepted: 

Tue E. L. Patcn Company, Boston. 
Syrup Glytheonate: 473 cc. and 3.78 liter bottles. A syrup 


containing 65 mg. of theophylline-sodium glycinate in each cc. 
U. S. patent 2,433,765; U. S. trademark 507,062. 


Council on Foods and Nutrition 


REPORT OF THE COUNCIL 
The following product has been accepted as conforming to 
the rules of the Council. Jaues R. Wison, M.D., Secretary. 


Van Camp Sea Food Company, Inc., Terminal Island, Calif. 


Dietetic Tuna, Cuicken oF THE SEA Branpv consists of light 
meat tuna and distilled water. 
Analysis (submitted by manufacturer).—Total solids 30.6%, moisture 
69.4%, protein 28.3%, fat 0.7%. 
Calories.—1.23 per gram; 34.87 per ounce. 
Vitamins and Minerals 
Per Hundred Grams 


1.1 mg. 
50 micrograms 
Animal protein factor (Biz)........ 5 micrograms 


Use.—A useful adjunct for the planning of low fat, low sodium 
dietaries. 
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SATURDAY, DECEMBER 24, 1949 


THE FIRST YEAR OF THE NATIONAL HEALTH 
SERVICE ACT IN GREAT BRITAIN 

A review of the first year of enforcement of the 
National Health Service Act in Great Britain has been 
published in The Practitioner. Of particular interest 
to physicians in the United States are the discussions 
of the relation of the physician, surgeon, obstetrician, 
country practitioner, town general practitioner, young 
doctor, ophthalmologist, dentist, medical administra- 
tor, ministry, nursing profession, pharmacist, hospital 
patient and the private patient to the Service Act. Also 
of interest are a discussion of the cost of the health 
service provided during the year and two appendixes, 
one reflecting the amount of clerical work involved in 
administration of a government-controlled medical ser- 
vice and the other outlining the main provisions of the 
Act. The various sections were written by contributors 
reported to have an intimate knowledge of the working 
of the Act but who are believed to be free from preju- 
dice and without party or sectional interest. To permit 
complete freedom for the contributors the articles are 
anonymous. 

In this review The Practitioner has collected state- 
ments which ‘probably are more revealing than some of 
their authors had anticipated. In general, the writers 
have set forth what they judged to be facts. They have 
ofiered pertinent criticisms and suggestions. In several 
instances a few mild compliments have been offered on 
behalf of the Act, but this generous attitude is more 
than offset by the revealing and searing admissions and 
criticisms. Those who wish to learn some facets of any 
venture intended to permit government control of phy- 
sicians, patient and medical service will find in this 
review much to satisfy their curiosity. 


1. Practitioner, National Health Service Act in Great Britain, Special 
Number, August 1949. 


EDITORIALS 


24, 1949 
Practically all hospitals in Great Britain now are the 
property of the state. Voluntary and municipal controls 
are abolished. The majority of general practitioners 
provide medical service for a capitation fee. However, 
the Service Act did not provide additional beds and 
physicians, and long waiting lists for hospital inpatients 
remained and in some instances increased. Patients who 
did not wish to take advantage of the so-called “free” 
treatment suffered a financial disadvantage because of 
the cost assessed to private beds. During the year of 
service outpatients increased, sometimes as much as 
40 per cent, and some departments, for example physi- 
cal therapy, were faced with twice as many patients. 
Of course, patients were quick to seize an advantage 
which provided for dentures, spectacles and wigs. As 
a result of the dental service expenditures, a regu- 
lation was passed to reduce the remunerations paid to 
dentists. 

Administration of the service is by regional hospital 
boards, which increased, as is inevitable in ventures of 
this type, the number of officials in hospitals. It also 
raised problems associated with the position of the 
consultant. Who is a consultant and what is his value 
seem open to question. Apparently his status still is 
unsatisfactorily settled. T®e general practitioner also 
found a changed way of living. Those in the service 
experienced a dwindling of private practice until it 
assumed comparatively insignificant proportions. Some 
practitioners, of course, became busier than before 
because of the capitation fee system. According to 
The Practitioner, the capitation system caused some 
practitioners to take on their lists as many as they could, 
which meant, of course, that thoroughness was sacri- 
ficed. The more conscientious, thorough physicians 
were at a disadvantage financially because they did not 
see as many patients. Another element that was not 
pleasing was the change in atmosphere; patients often 
made unreasonable demands which they expected to be 
met by the physician because “he was paid to do so.” 

A surgeon revealed some of the faults of Great 
Britain's health plan when he wrote: “The funda- 
mental difficulty of the present position is that the 
attempt has been made by legislation to give uni- 
formity and exact definition to a system that has grown 
slowly and developed by trial and error and by natural 
selection to its present state. . . . Surgeons have been 
graded, or rather have graded themselves, by what they 
had in them and what they gave out, rather than by 
their degrees and their appointments, and the grading 
has continued throughout their lives. . . . Under the 
system of free opportunity it has been impossible to 
keep a good man down, or to support a second rate 
surgeon in a position which he did not merit. When 
all are entitled to hospital treatment and all may demand 
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the care of a specialist, there is a danger that hospitals 
may be asked to undertake work for which they are 
as yet unfitted and that men insufficiently trained may 
be accepted as specialists.” 


Apparently the obstetrician also has _ problems. 
Because of divided authority and control, “a woman 
with triplets could well have each of her three infants 
delivered as a responsibility of a different authority. 
The midwife would deliver the first and be responsible 
to the local authority . . . she might summon the gen- 
eral practitioner who would deliver the second iniant. 
He would be responsible to the executive council. If 
he .. . summoned a consultant or admitted the patient 
to a hospital, she would become the responsibility of 
the appropriate regional board or board of governors.” 
Such divided control means divided financial grants, 
and financial responsibility shifts with the attendant, 
regardless of effect on standard of service or cost to 
taxpayer. The obstetrician, like the surgeon con- 
tributor, warns about influx by those who are not 
qualitied: These “new entrants” wield, he writes, “the 
forceps, often fearfully, sometimes frightfully, not 
because of a basic interest in obstetrics, but because of 
sheer financial necessity imposed upon them by the 
workings of the Health Act.” 

linances, of course, receive consideration in more 
than one section in this review by The Practitioner. 
One phase of consideration reveals the abuses inherent 
in all acts of this kind. Another phase is concerned 
with the wages, increased number of officials and 
attempts on the part of hospitals to repair or build 
structures which declined during the war years and the 
years following. Still another phase of the financial 
aspect of this service reveals that it brought anxiety 
an! financial hardship to the young surgeon not yet 
started on his career, some security to the surgeon 
just started, but financial hardship to the mature sur- 
geon who had attained recognition. Apparently the 
ones who benefited most and consistently were those 
who were added to the government payrolls for admin- 
istrative purposes. Certainly the physicians in general 
did not improve their financial status and the patients 
did not gain more for the money that they spent in 
taxes or would have to spend in long dreary years in 
the future. 

One contributor provided a revealing summary of the 
first year of enforcement of the National Health Service 
Act in Great Britain by writing: “There is no evidence 
that the health of the nation has benefited from the first 
year of the National Health Service. On the other hand, 
thanks largely to the integrity of an ancient and honor- 
able profession, no great harm has resulted.” The 
lesson revealed in this admission should be learned 
by all. 
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MEDICINE IN THE SOVIET UNION 

Recently the press reported that a British study of 
Soviet statistics revealed suppression by the Soviet 
Union of statistical information concerning its produc- 
tion, cost of living, health, disease, living standards, 
population and other factors important in national wel- 
fare. It was concluded in the study that this sup- 
pression was due to the undemocratic nature of the 
Soviet government, the alleged need for secrecy and a 
need to save face. Of course, if true, this means that 
the Soviet citizen cannot himseli determine the true 
situation in his country and cannot compare his status 
with that of citizens of other countries. It also means 
that citizens of other countries are handicapped in their 
quest for information and comparative statistics. 

Nevertheless, from time to time revealing informa- 
tion appears. For example, the Moscow newspaper 
Pravda is reported to have complained about Soviet 
factory executives falsifying statistics to place them- 
selves in a better position. The paper is said to have 
urged tightening of “state discipline.” Other infor- 
mation permits an appraisal of the level of Soviet medi- 
cine. It offers a revealing picture of the quality of 
medical care obtained under the communist régime. 

Medical aid in the Soviet Union is reported to be at 
a much lower level than is usually claimed in Soviet 
propaganda. Official statements said to be attributed to 
a Minister of Public Health revealed shortages of equip- 
ment in every medical field. Drugs were claimed to be 
often of poor quality, and their faulty distribution is 
said to have caused serious shortages. Medical clinics 
and institutions have increased in recent years, but 
rural areas, it is said, still are lacking even minimum 
medical care and large areas are practically without 
facilities for surgery. Physicians and nurses are reported 
to be poorly trained and to have few opportunities to 
specialize. Even the former Minister of Health admitted 
in some instances 50 to 75 per cent error in diagnosis, 
which, if true, is a sad reflection of the care available 
to the Soviet citizen. Apparently opportunities for 
advanced training and for personal advancement are 
hampered also by a shortage and the inadequate quality 
of medical publications and a limited circulation of those 
that are published. The ministry probably publishes 
fewer than thirty journals, and only one, Soviet Medi- 
cine, is suited to the majority of practitii ners. How- 
ever, even the Minister of Health once admitted that 
few articles in Soviet Medicine were of interest to 
doctors. 

Such a picture is much different from that painted 
by propaganda emanating from the Soviet Union. If 
reliance were placed on the latter, one could visualize 
continual medical advancement, incomparable _better- 
ment in health and an abundance of supplies and talent. 
Unfortunately, for Soviet citizens, Soviet medicine 
does not appear to be as good as Soviet propaganda. 
In fact, few factual data may be found published con- 
cerning the quality of Soviet medicine. Most evalua- 
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tions outside the U. S. S. R. are based cn observations 
of foreigners who have been in the country and on the 
reports of Soviet refugees. However, on rare occasions 
frank articles have appeared in Soviet periodicals. 
When the boasting is discounted and the facts critically 
examined, these articles reveal a disturbing state of 
affairs. 

The former Soviet Minister of Public Health per- 
haps unknowingly revealed one of the basic reasons for 
the present level of Soviet medicine when he wrote 
that praise by the people of the Soviet Union is the 
highest possible honor and that attempts of Soviet 
scientists to gain recognition elsewhere lowered the 
honor and authority of these researchers. He warned, 
“We shall have to help these scientists free themselves 
from this psychopathy and boot licking of foreign 
things.” In the face of such twisted thinking Soviet 
physicians and researchers have limited opportunity to 
improve their lot and the health of the people in their 
country. For the progressive physician or researcher 
such shackling of body and soul is devastating to work 
and morale. When so fettered he, for all practical pur- 
poses, can only dream; he cannot bring to complete 
fruition the results of imagination, observation and 
creative ability. He must have freedom to apply the 
best of his knowledge to immediate problems and to 
search for new answers when old ones will not solve 
clinical or research problems. To hold such freedom 
he must be able to call his body and his soul his own. 


Current Comment 


AUSCULTATORY RESPIRATORY MURMUR 


For more than a century, auscultation has been one 
of the most important measures in the physical diag- 
nosis of diseases of the lungs and pleura. However, 
often it is inadequate and disappointing, perhaps 
because of failure to teach properly its value. As a 
result it has often been replaced by roentgenography. 
Satisfactory physical examination should be an invalu- 
able procedure. A new appraisal of auscultation, which 
is based on clinical experience and facts in physics and 
physiology discovered since Laennec’s time, is claimed 
to show that the respiratory murmur is composed of 
sound vibrations originating in all component parts of 
the respiratory mechanism. It is now maintained that 
the respiratory murmur cannot be caused by air rush- 
ing through the larynx and impinging on the bronchial 
walls and dilating the air cells because the lungs always 
contain residual air which stops the force of the incom- 
ing current and causes the air to enter the finer bronchi 
and air cells by diffusion. The sound vibrations causing 
the vesicular murmur are said to originate in the 
respiratory mechanism in the anterior, lateral and lower 
portions of the thorax, where the air cells predominate, 
the musculature is light and the bony cage is elastic. 
That part of the respiratory mechanism which nor- 
mally causes the bronchial murmur is found in the 
superior portion of the thorax and is most distinct 
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posteriorly. Here the sound vibrations are produced 
by the air current, the larger bronchi, a comparatively 
small amount of pulmonary tissue and air cells, a heavy 
musculature and the least elastic portion of the bony 
cage. Thus once again studious and patient revalua- 
tion of an important diagnostic procedure has revealed 
more modern interpretation of its mechanism but at 
the same time has reemphasized its importance. Once 
again, thorough physical examination is shown to be of 
paramount importance and should not be replaced 
by “logical substitutes.” 
ANTIBODIES IN MONKEYS CONVALESCING 
FROM ANTERIOR POLIOMYELITIS 


Paralyzed monkeys convalescing from anterior polio- 
myelitis can be shown to be resistant to reinoculation 
with the same strain of virus before neutralizing anti- 
body can be demonstrated in the blood serum. Because 
of a report that antiviral substance could be demon- 
strated in affected areas of the nervous system of 
paralyzed monkeys before antibody could be found in 
the serum, Sabin and Steigman undertook studies to 
obtain additional information on local antibody forma- 
tion or viral inhibitory substances in the central nervous 
system. The animals used were monkeys exhibiting 
paralysis following intracerebral inoculation of strains 
of virus recovered from human material. Suspensions 
of gray matter from the spinal cord of these monkeys 
were used, extracts from the spinal cord of normal 
monkeys serving as‘controls. This material was tested 
against the Lansing virus in mice and homologous 
strains of virus in monkeys. The suspensions were 
obtained twenty-seven to thirty-nine days after paral- 
ysis. Although a total of 61 monkeys and 256 mice 
were used in their tests, Sabin and Steigman could 
not find antiviral activity and their findings could not 
support the hypothesis of formation of local antibodies 
in the nervous system. 


CARCINOMA IN MICE FED CARCINO- 
GENIC HYDROCARBONS 


Stewart and co-workers! in the National Cancer 
Institute of the Public Health Service in Bethesda, Md., 
report the production of typical squamous cell carci- 
noma in the forestomach of mice which, instead of 
drinking water, received aqueous olive oil or petrolatum 
emulsion containing carcinogenic agents (20-methyl- 
cholanthrene or 1-2-5-6-dibenzanthracene). Of the 425 
mice in this experiment, 71 presented squamous cell 
carcinoma of the forestomach and in 35 of these there 
was metastasis. Sarcoma did not develop in any 
instance. Carcinoma did not develop in any of the 
142 control mice which received only water or aqueous 
emulsions of oil. This experiment illustrates a promis- 
ing method for the production and study of squamous 
carcinoma of the stomach. 


1. Sabin, A. B., and Steigman, A. J.: Studies on Local Antibody 
Formation in the Nervous System of Paralyzed, Poliomyelitis Convalescent 
Monkeys, J. Immunol. 63: 211 (Oct.) 1949. 

1. Stewart, H. L., and Lorenz, E.: Morbid Anatomy, Histopathology 
and Histopathogenesis of Forestomach Carcinoma in Mice Fed Carcinogenic 
Hydrocarbons in Oil Emulsions, J. Nat. Cancer Inst. 10: 146 (Aug. 
1949. 
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ORGANIZATION SECTION 


PROCEEDINGS OF THE 


WASHINGTON SESSION 


MINUTES OF THE CLINICAL SESSION OF THE HOUSE OF DELEGATES OF THE 


AMERICAN MEDICAL ASSOCIATION, HELD IN WASHINGTON, D. C.,, 


HOUSE OF DELEGATES 


First Meeting—Tuesday Morning, Dec. 6—Continued 
NEW BUSINESS 


Resolution on Establishment of Annual Dues for 
Active Membership 


Dr. James C. Sargent, Wisconsin, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business : 


WHEREAS, The House of Delegates of the State Medical Society of 
Wisconsin, in October 1949, unqualifiedly endorsed the educational cam- 
paign being conducted by the American Medical Association, recognized 
that continued adequate support by the medical profession is essential to 
continue the effectiveness of the campaign, and approved the establishment 
of a method of raising reasonable funds for that purpose; therefore, be it 

Resolved, That the Board of Trustees, in accordance with the provisions 
of Article 11 of the Constitution, bring before this House of Delegates 
a resolution for the establishment of annual dues for active membership 
within the American Medical Association. 


Resolution on Modification of Law Requiring Written 
Prescriptions for Narcotics 
Dr. kaymond L. Zech, Washington, presented the following 
resolution, which was referred to the Reference Committee on 
Hygiene and Public Health: 


Wuerras, The Harrison Narcotics Act requires the use of written 
prescriptions signed by the physician on the day of issue before a dealer 
may sel|, (ispense or distribute any of the drugs covered by the Act; and 


Wureezas, Situations frequently occur in which it is unnecessarily 
inconver.ent for the physician to issue the prescription at the time the 
patient is in need of the drug; an 

Wuerras, In such a situation the purposes of the Act would be equally 
well accomplished by permitting the physician to telephone the prescription 
to the dealer with the requirement that the dealer telephone back to the 
Physician. to verify the identity of the physician and with the further 
requirement that the prescription be issued and delivered as soon thereafter 
as reasonably possible; now, therefore, be it 

Resolved, By the House of Delegates of the + 1" Medical Associ- 
ation assembled in annual meeting, that steps_be taken by the American 
Medical Association in conjunction with the Federal Narcotics Bureau to 
modify the existing law relating to the requirement of written prescrip- 
tions to permit the préscription of narcotics by telephone, subject to such 
restrictions and safeguards as may be necessary still to accomplish the 
Purpose of the existing Act. 


Resolutions on Medical and Hospital Care of Veterans 
with Non-Service-Connected Disabilities 


Dr. Robert B. Wood, Tennessee, on behalf of the delegations 
from the States of Tennessee and Texas, presented the follow- 
ing resolutions, which were referred to the Reference Commit- 
tee on Insurance and Medical Service: 


Wnereas, The present program of medical and hospital benefits for 
veterans with non-service-connected disabilities is of unequal benefit to 
Veterans and not universally available to all eligible veterans because of 
the presently limited facilities; and 


Whereas, The program of expanding the number and size of veterans’ 
hospitals to the point of making these benefits reasonably available and 
accessible to all veterans, especially in cases of acute illness or injury, 
would require the construction and administration of a very large number 
of veterans’ hospitals; and 


Wuereas, The principle of insurance has been proved by experience to 


be applicable to the financing of the cost of medical and hospital care; now, 
refore, be it 


_ Resolved, By the House of Delegates of the American Medical Associa- 

tion that we recommend to the Congress of the United States and to 

— the enactment of legislation which would have the following 

_. The repeal of Section 706, Chapter 12, Title 38, of the World War 
eterans’ Act (Reference—U. S. Code, i940 Edition) and substitute 
tefor an amendment with following provisions: (a) That the Adminis- 

trator of Veterans’ Affairs be authorized and directed to issue to each 

Veteran eligible to receive such benefits, a medical and hospital service 


DECEMBER 6-9, 


1949 


contract with a benefit provision in an amount sufficient to cover the costs 
of (1) necessary hospitalization in a civilian hospital that is approved for 
service to veterans by the Veterans’ Administration, and (2) necessary 
medical and surgical services rendered in such hospitals on the basis of the 
fee schedule that applies to veterans with service-connected disabilities; or 
hat the Administrator of Veterans’ Affairs be authorized to purchase such 
a contract from corporations engaged in the sale and administration of 
such contracts if, in his judgment, it is feasible to do so; (b) that such 
contracts cover all diseases and disabilities which require hospitalization 
except the following: (1) disabilities covered by compensation laws and 
— liability, (2) Service-connected disabilities, (3) Chronic illness 
extending over ninety [90] days), (4) Tuberculosis and (5) Mental 
illness; (c) that veterans with disabilities in the categories mentioned in 
paragraph (b) excepting those covered by compensation laws and public 
liability, be eligible for admission to Veterans’ Hospitals; (d) veterans with 
disabilities which are in dispute as to whether or not they are service 
connected, be eligible for admission to Veterans’ Hospitals for study, 
treatment and adjudication and that the disability then be classified for 
these benefits according to such judgment; (e¢) that the eligibility of a 
veteran to receive the contract mentioned above be determined on the 
basis of his or her net income, and that the net income be determined by 
the same methods used in determining his or her net income for federal 
income tax purposes; and (f) that the veteran be required to file an 
application for the contract on a form prescribed by the Administrator of 
eterans’ Affairs, in which the veteran states under oath, the pertinent 
facts concerning his or her net income; and be it further 
Resolved, That the Speaker of the House is authorized and directed to 
appoint a Committee on Veterans’ Affairs of not less than seven Fellows 
of the Association whose duty it will be to use their best efforts to bring 
about the actions above set out. 


Resolution on Chronic Diseases 
Dr. Robertson Ward, California, presented the following reso- 
lution, which was referred to the Reference Committee on 
Hygiene and Public Health: 


Whereas, The United States Public Health Service, with congressional 
authority, is surveying, acting and planning in the field of chronic dis- 
eases and conditions; and 

Wuereas, American medicine has a vital interest in any and all 
activities concerning chronic diseases, both to protect against the use of 
this field as a means of socialization and, most important, to serve the 
public interest and welfare by taking the lead in endeavoring to solve 
problems related to chronic disease; now therefore be it 

Resolved, That a special committee on chronic conditions, consisting of 
seven members, appointed by the Speaker, be hereby created, with instruc- 
tions: (1) to keep constantly in touch with the United States Public Health 
Service and all other government agencies functioning in the chronic 
disease field and act as liaison between the American Medical Association 
and the United States Public Health Service; (2) to develop and submit 
to this House a proposed basic public policy in the matter of chronic 
disease or any extension of public health functions, and (3) to report its 
progress to each session of this House. 


Resolution on Guiding Draft Legislation for Physicians 


Dr. H. G. Hamer, Indiana, presented the following resolution, 
which was referred to the Reference Committee on Emergency 
Medical Service: 


WHEREAS, Doctors have not volunteered in sufficient numbers to meet 
the armed services’ requirements for medical men; and 


Wuereas, Many doctors have been educated at total or partial govern- 
ment expense; an 


Wuereas, Many doctors were deferred from service in order to complete 
their educational requirements; and 


Wuereas, Unfavorable publicity toward the medical profession generally 
would be occasioned by a draft sought from other sources; therefore be it 


Resolved, That the American Medical Association be requested to recon- 
sider its previous stand and take the leadership in guiding draft legislation 
for physicians, if necessary. 


Resolutions on Opposition to §S. 1453 and H. R. 5940 


Dr. R. B. Homan, Texas, presented the following resolutions, 
which were referred to the Reference Committee on Legislation 
and Public Relations : 


Wuereas, The proponents of the socialization of medicine in the United 
States, who advocate the passage of the Omnibus Socialization Bill, S. 1679. 
have boldly announced that they will pass the bill one section at a time; and 

Wuenreas, S. 1453, the socalled Emergency Professional Health Train- 
ing Act of 1949, constitutes, with minor revisions and major additions, 
Title I of S. 1679; and 
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Wuereas, S. 1453 was passed by the Senate on September 23, 1949, 
and the House companion bill, H. R. 5940, essentially similar, with the 
addition of the nationalization of schools of optometry, has been favorably 
acted on in the House Committee on Interstate and Foreign Commerce 
and referred to the House Rules Committee with a recommendation tor 
passage, ath 

Wuereas, These bills are predicated on a presumed emergency in 
medical education, which is, in fact, fictitious, since the annual number of 
admissions to medical schools is now approximately 7,000 compared to an 
average of 6,016 for the ten years preceding the war, and since the increase 
in the physician population from 1940 to 1948 was 14 per cent, as against 
a 12 per cent increase in general population, i. e., a relative increase in 
physician population of more than 16 per cent; and 

Wuereas, Available figures on the increase in the output of our 


medical schools and the marked increase in the relative number of 
physicians, coupled with the increased efficiency of the physician through 
improved facilities and auxiliary personnel, indicate an early oversupply 
of physiciar uwtual inerease in the number of physicians in the five 
year period 1942-1947 was 16,442, compared to 6,920 in the previous five 
year per and 

Whereas, These bills lay the ground work, not only for the nationaliza- 
tion of all exist projected medical schools, but also for the national- 
ization of ] ex ng and projected osteopathic, optometric, dental, dental 


1 ‘ 

hygiene, nursing, public health and practical nursing schools; and 

Wukreas, It is probable that all existing and projected chiropractic and 
other similar schools will bg nationalized as soon as they are organized 
as “nonprofit” imst.tutions; and 

Whereas, The provision of federal scholarships in all these fielis would 
allow for the subsidy of unqualified political appointees, nullifying efforts 
of adm.ssions committees to maintain standards; and 

Wreeeas, The loosing on the public of hordes of politically trained 
practitioners of all sorts is not in the public interest; and 

Wuekeas, The proponents of socialized medicine plan the training of 
this excessive number of practitioners in order to force nationalization of 
medicine through economic pressure; and 

Wuereas, It has been clearly demonstrated that the financing of both 
general and professional education is most efficient and economical when 
dene by solvent state and local governments on a “pay-as-you-go” basis 
through current taxation, rather than by federal subsidy imvolving 
“deficit finaneme™” (the latter method not only involves a_ substantial 
federal brokerage, but also requires the states to establish extensive 
bureaucratic organizations in order to qualify for a partial refund of the 
excessive Federal taxes levied on their own citizens); anc 

Wuereas, The supine acceptance of this proposed legislation is in no 
sense a compromise, ending the efforts of the socialists, but is, in fact, 
a major defeat for medicine through acceptance of Title I of the adminis- 
tration’s socialized medicine program, from which no reprieve may be 
expected; theretore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation, in regular session assembled, expresses its unqualified opposition 
to the passage of S. 1453, entitled “The Emergency Professional Health 
Iraining Act of 1949"; and be it further 

Resolved, That the Board of Trustees be instructed to take vigorous, 
immediate action to prevent the passage of this legislation, through the 
state and local medical societies, the Committee to Confer with Congress, 
the Washington Office and other appropriate agencies; and be it further 

Resolved, That the Board of Trustees furnish these groups with 
adequate advice on the nationaiizing features of this legislation and that 
the Boord of Trustees request these groups to make proper representation 
on as wide a basis as possible to the members of the House of Represen- 
tatives prior to the opening of the Second Session of the 8Ist Congress 


on Jan. 3, 1950. 


Resolutions on Formation of Junior American Medical 
Association 


Dr. Charles H. Phifer, Illinois, presented the following reso- 
lutions, which were referred to the Reference Committee on 
Miscellaneous Business: 

The following resolutions have to do with the formation of a 
Junior American Medical Association composed of medical 
students and interns. They were drafted by Dr. Andrew C. 
Ivy, one of our renowned physiologists, Vice President of the 
University of Illinois, in charge of professional schools. A 
similar resolution was introduced by Dr. H. B. Mulholland at 
Atlantic City in 1949 and approved by the House. The resolu- 
tions provide the mechanism and the implementation for making 
an organization of this kind workable and are supported by the 
Illinois delegates : 

Wuerras, There is no national organization representing the majority 
of the medical students and interns; and 

Wuexeas, At the last meeting of the House of Delegates of the Ameri- 
can Medical Association a similar resolution was presented by Dr. Henry 
B. Mulholland of Virginia, which was approved in principle by the 
House for the formation of an organization of this type; and 

Wuereas, The medical students and interns are to a large extent 
uninformed and unaware of the policies and purposes of the American 
Medical Association; and 

Wuereas, In these times of threat to the present system of private 
medical practice this group should be informed correctly and publicly 
represented; and 

Whereas, A national organization of medical students and interns 
associated with the American Medical Association would create interest and 
prepare its members for membership in the parent organization; and 

Wuesreas, Several representative groups of medical students have 
expressed a desire to form an organization patterned after and associated 
with the American Medical Association; and 

Wueereas, Efforts in the past to affiliate medical students and interns 
with the American Medical Association have failed, principally because 
provisions were not made for a separate organization; therefore be it 


J A.M. A. 
ec. 24, 1949 


Resolved, That this House of Delegates of the Amedican Medical 
Association empower the Board of Trustees of the American Medical Asso- 
ciation to appoint a committee to complete organization plans along the 
lines of the American Medical Association structure for a national organi- 
zation of medical students and interns, this organization to be affiliated with 
the American Medical Association and to have a unit in each medical school 
in the United States; and be it further 

Resolved, That as soon as the organization plans are approved by the 
Board of Trustees of the American Medical Association, a coordinator as qa 
liaison between the junior and senior organizations as well as adequate 
personnel and space be provided at the headquarters office of the American 
Medical Association to accomplish this objective efficiently and as promptly 
as possible in conjunction with the assistance of the state and county 
medical societies in which the medical schools are located; and be it further 

Resolved, That to develop and maintain interest in this “Junior American 
Medical Association” space be set aside in Tue JouRNAL devoted to the 
affairs of the organization and that this section be retained until such time 
as the association is able to develop a publication of its own. 

ARGUMENTS SUPPORTING THE NEED FOR A JUNIOR 
AMERICAN MepicaL ASSOCIATION 

1. It is believed that past efforts of the American Medical 
Association to affiliate medical students and interns with the 
national organization have failed because provisions were not 
made for a separate organization at the student level. 

2. Any successful plan must have its center of activity on the 
various medical school campuses with student officers and enjoy 
a certain amount of autonomy within policies established by the 
American Medical Association. 

3. A separate junior organization would eliminate the fceling 
of inferiority and suppression which will always exist among 
medical students when affiliated with the American Medical 
Association as nonvoting members even at the county level. 


4. Medical students and interns do not have the time or 
necessary funds to attend meetings of the county, state and 
national American Medical Association regardless of their 
status. In order for an organization to be successful, its mem- 
bers must actively participate. A junior American Medical 
Association on each campus would make active participation 
possible. Representatives could be sent to meetings of the par- 
ent organization as required. 

5. Undesirable and un-American minority organizations of 
medical students which have sprung up to oppose the principles 
of the American Medical Association can never be eliminated 
or controlled by condemnation. The only alternative is to foster 
and promote a more desirable organization in which the 
majority may participate. 

6. A junior American Medical Association would serve as a 
strong unifying force for all medical students on all campuses 
regardless oi race, creed or color. 

7. The American Medical Association, through sponsorship 
of a separate junior organization, has the opportunity to influ- 
ence and guide the development of thirty thousand medical 
students and interns. These in turn would influence the think- 
ing of hundreds of thousands of parents, relatives and friends, 
many of whom are now uncertain and confused as to what the 
American Medical Association really stands for. The value of 
publicity and education of this nature for the laymen cannot 
be measured in dollars and cents. History has proved over and 
over on every corner of the globe the tremendous power of 
organized young men and women. 


Resolution on Senate Bill 1411 

Dr. R. B. Robins, Arkansas, presented the following resolu- 
tion, which was referred to the Reference Committee on Legis- 
lation and Public Relations: 

Wuereas, The House of Delegates of the American Medical Association 
at its last session adopted a resolution opposing Senate Bill 1411, knowa 
as the School Health Services Act; be it 2 

Resolved, That the House of Delegates now in session reaffirm 1s 
position as to Senate Bill 1411 and instruct the Board of Trustees to 
implement the opposition to this legislation by appropriate information t 
the component societies. 

Resolution on Compensation for Trustees and 
General Officers 

Dr. W. H. Halley, Colorado, presented the following resolu- 
tion, which was referred to the Reference Committee on Mis- 
cellaneous Business: 

Wuereas, The increasing responsibilities and activities imposed on_ the 
members of the Board of Trustees and the general officers of the American 


Medical Association already require more frequent meetings, incre. 
travel, added expenditures and more time taken from professional engag® 


ments; and . 
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Wuereas, The trend of national events indicates a probable need for the 
Board of Trustees to meet at least monthly in the future; an 

Whereas, The American Medical Association should not permit its 
officers to serve the Association at a financial sacrifice to themselves; a 

Wuereas, It is understandable that the members of the Board of 
Trustees and the general officers will not request or suggest that they be 
more fully compensated; now, therefore, be it 

Resolved, By the House of Delegates that the Board of Trustees be and 
is hereby instructed to compensate its own members and the general officers 
of the Association at an adequate per diem rate to be determined by the 
Board for time devoted to official business of the Association, in addition 
to reimbursing them fully for all travel expenses incurred on such official 
business, provided that this shall not apply to attendance on the Annual 
and Clinical Sessions of the Association. 


Resolution on Specialization 


Dr. A. C. Scott Jr., Texas, presented the following resolution, 
which was referred to the Reference Committee on Medical 
Education : 

Whereas, The medical profession is being severely criticized because of 
unequal distribution of physicians; and 

Wuereas, There is a tendency for large numbers of the profession to 
gather in the large urban areas and not in the smaller areas; 

Wuereas, In some areas better distribution of physicians is desirable; 
and 

Wuereas, Some of the causes are brought about by the desire on the 

part of large n of young physicians imm —~ od on graduation to 
specialize before a broad experience is obtained; 
Wuereas, It is the belief of this House of adil that these y: oung 
physicians would be better trained and greatly benefited by having r 
such training in the general practice of medicine in smaller areas 
prior to receiving their specialty certification; now, therefore, be it 

Resolved, That this House of Delegates request all of the specialty 
boards to make as one of their prerequisites to certification that an 
applicant must have practiced private general medicine in a community 
having a population of ——— less than five thousand for a_ period 
> a year and the applicant be given credit for such work 

e towar 


Resolution on Constituent State Medical Associations 
Establishing Grievance Committees 


Dr. J. B. Lukins, Kentucky, presented the following resolu- 
tion, which was referred to the Reference Committee on Mis- 
cellaneous Business : 


Wrrereas, Several constituent state medical have developed 
programs whereby patients can present grievances to committees of the 
respective associations; and 

W cereas, These programs have provided an effective method of resolving 
real or fancied grievances of patients; therefore be it 

Resolved, That this House of Delegates hereby commends those con- 
Stitucnt state associations that have already established grievance committees 
to hear any complaints of the public and urges that all constituent associ- 
ations adopt comparable programs and that the Secretary be instructed to 
transmit this resolution to all constituent medical associations. 


Resolutions on Council on Medical Education 
and Hospitals 
Dr. Warren L. Allee, Missouri, presented the following reso- 
lutions, which were referred to the Reference Committee on 
Medical Education : 
Whereas Sesstale throughout the United States and Hawaii are 
accepted and certified for intern and residency training; and 


_ Weereas, American Medical Association approval bears great weight 

in selection by senior medical students in choice of hospital; and 
Wuereas, The arbitrary and ill-advised methods of the Council on 
of said hospital 


Medical Education and Hospitals in changing the status of 
thus causes many such to be without interns and residents; 


Wuereas, The ootiey Jowers the standards of medical and surgical 
Practice in these hospitals 
Wuereas, Such a are bad for public and professional relations, 


tefore be it 
Resolved, That the delegates of the Missouri State Medical Association 


be instructed to cooperate with the delegates from other states so as to 
cause the Council on Medical Education and Hospitals to cease and desist 
from its arbitrary policies which are interfering seriously with the previ- 
ously existing standards of medical procedure; and be it further 


Resolved, That a committee of the House of Delegates of the American 
Medical Association be created to investigate all specialty boards and their 
relationships to regulation of standards of medical practice. 


Rereferral of Resolutions 
The Speaker referred all resolutions dealing with S. 1453 
to the Reference Committee on Medical Education rather than 
to other committees to which he had referred them but later 
referred them all to the Reference Committee on Legislation 
and Public Relations. 


Resolutions on Specialty Training 
Dr. A. S. Giordano, Indiana, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Medical Education : 


Wuereas, There has been an increase in specialization within the medical 
Profession; therefore be it 
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Resolved, That the house of delegates of the Indiana State Medical 
Association in convention assembled go on record as favoring three years 
in general practice as desirable for training in a specialty with the under- 
standing that time spent in military service is to be considered as time 
spent in general practice; and be it further 

Resolved, That delegates from this association be instructed to carry 
this resolution before the next reguiar meeting of the House of Delegates 
of the American Medical Association. 


Resolutions on General Practice Sections in Hospitals 

Dr. R. B. Robins, Arkansas, presented the following reso- 
lutions, which were referred to the Reference Committee on 
Miscellaneous Business : 


Resolved, That the House of Delegates of the American Medical Associ- 
ation reafhrm its action of December 6, 1946, concerning general practice 
sections in hospitals; and be it further 

Resolved, That the word “mandatory” be deleted in the further resolu- 
tion on general practice sections in hospitals adopted at the Atlantic City 
Session, Jume, 1949; and be it further 

Resolved, That the House of Delegates again reaffirm its action of 
December 1946, and June 1949, concerning general practice sections in 


hospitals. 
Motion to Recess 


On motion of Dr. John Cline, California, seconded by Dr. 
William Weston, Section on Pediatrics, and carried, the House 
voted to recess until 2:30 p. m. after hearing the resolutions 
from the two delegates standing. 


Resolutions on Increase in Fees for Life Insurance 
Examinations 


Dr. James P. Kerby, Utah, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Insurance and Medical Service: 


Wuereas, Many of our members have requested that negotiations be 
entered into with life insurance companies for the purpose of securing 
an increase of the standard medical fees for life insurance examinations 
and to increase other similar medical fees in like proportion; and 

Wuereas, These fees have not been changed for a great many years 
and should be adjusted in recognition of changing economic conditions and 
advancing standards of medical practice; and 

Wuereas, This is a matter which will have to be taken up with each 
individual company; therefore be it 

Resolved, That the house of delegates of the Utah State Medical Asso- 
ciation authorize the appointment of a special committee on the subject of 
insurance examination fees with full authority to contact all life insurance 
companies doing business in this area in an effort to secure proper increase 
in fees; and be it further 

Resolved, That copies of the action of this house of delegates be sent 
to all state medical associations and to the American Medical Association 
urging similar action, 


Resolutions on Establishment of Outpatient Practice 
by Hospitals 
Dr. James P. Kerby, Utah, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Miscellaneous Business : 


Wuereas, There is a well recognized growing tendency on the part of 
administrators of many hospitals to encourage private patients 
to enter the out- — division of the radiologic, pathologic and physical 
therapy departments of their institutions for the purpose of examination 
and treatment; and 

Wuereas, This practice tends to put such hospitals into competition 
with physicians who are in the private practice of their specialties; 
therefore be it 

Resolved, That the house of delegates of the Utah State Medical Asso- 
ciation go on record as disapproving the proselyting of private ambulatory 
patients by hospitals for the purpose of making studies or giving treatments 
in various departments of such hospitals; and be it further 

Resolved, That a copy of this resolution be sent to the administrators of 
the various hospitals in the state of Utah; and be it further 

Resolved, That the delegates of the Utah State Medical Association to 
the American Medical Association be instructed to introduce in the House 
of Delegates of the American Medical Association an appropriate resolu- 
tion covering this situation. 


Resolutions on Battle Assignment of Medical 
Reserve Officers 


Dr. James P. Kerby, Utah, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Emergency Medical Service : 


Ww HEREAS, The Medical Reserve Corps is very much in need of medical 
officers yet in the Ben gr engree of the armed forces, no apparent effort is 
being made to reduce the number of officers attached to first 
echelon units; and 

Wuereas, It was shown in the last war that only first aid and emer- 
gency care should be given in the field where sterile technic is impossible, 
relief of pain and shock with quick transportation to hospital units being 
the proper procedure; and 

Wuereas, First aid teams and litter bearer squads can quickly be 
trained composed of the enlisted medical corps personnel to perform 
emergency treatment for shock and pain, etc., and not be tempted as 
doctors frequently are to perform major operations, amputations, chest 
aspirations, cleansing of brain injuries, etc., in the field; and 
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Whereas, Field service in the Armed Forces first echelon units requires 
young men, while doctors now spend nine to fifteen years in schools and 
hospitals and are too old and usually too specialized to adapt themselves to 
field medical service, though being excellent when assigned to hospital 
units; and 

Wuereas, We feel certain that young doctors will enthusiastically do 
their part in the Medical Reserve program if they are assured assignments 
where their skills and medical training can be utilized in hospital organi- 
zations in place of such great numbers being assigned to first echelon forces 
to perform first aid, shock treatment, latrine inspection and administrative 
work which enlisted men and Medical Service Corps officers can be better 
trained to perform; therefore be it 

Resolved, That the Secretary of Defense, Mr. Louis Johnson, and the 
various Surgeon Generals of the combined forces be urged to reduce by at 
least 50 per cent the number of medical officers in the Tables of Organiza- 
tion and Equipment of Medical Units attached to serve with first echelon 
forces; and be it further 

Resolved, That plans and efforts be made to train medical corps enlisted 
men and Medical Service Corps officers to replace doctors in the Tables of 
Organization and Equipment of all first echelon units; and be it further 

Resolved, That the delegate from the Utah State Medical Association be 
instructed to present this resolution to the House of Delegates of the Ameri- 
can Medical Association at Washington, D. C., in December 1949 for 
appropriate action. 


Resolution on Holders of Prepaid Insurance Plans 


Dr. William M. Cockrum, Indiana, presented the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 


Wuereas, There have been several complaints received that holders of 
prepaid insurance plans are, in numerous instances, being diverted by large 
employers to their company doctors instead of their family doctors; and 

Wuereas, The American Medical Association and its constituent asso- 
ciations stcutly defend the right of the individual to free choice of 
physician; and 

Wuereas, Should diversion tactics of such policy holders become wide- 
spread, it might result in regimentation of doctors by insurance companies; 
therefore be it 

Resolved, That the House of Delegates of the American Medical Associ- 
ation recommend to the various insurance companies and plans that they 
incorporate on their policies in bold print the following legend: 

“This policy guarantees to the holder 
his free choice of physician or surgeon.” 


The House recessed at 1 p. m. to reconvene at 2:30 p. m. 


Tuesday Afternoon, December 6 
The House reconvened at 2:45 p. m. and was called to order 
by the Speaker, Dr. F. F. Borzell. 


Report of Reference Committee on Credentials 
Dr. H. B. Everett, Chairman, reported a registration of 187 
out of a possible 192. 


Reversal of Referral 


The Speaker referred all resolutions and reports referring 
to S. 1453 to the Reference Committee on Legislation and 
Public Relations instead of to the Reference Committee on 
Medical Education. 


Resolutions on Voluntary Health Insurance Plans 

Dr. John J. Curley, Massachusetts, presented the following 
resolutions, which were referred to the Reference Committee on 
Insurance and Medical Service: 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation urge each constituent state medical association to devote every 
available resource to the promotion of popular enrolment in approved local 
voluntary health insurance plans of every type and to take every possible 
step, consonant with sound public policy, to liberalize the benefits of the 
voluntary plans; and be it further 

Resolved, That the American Medical Association hereby request each 
approved voluntary health insurance plan to take steps to avail itself of 
the full potential aid and influence of the medical profession in its area 
of operation, in popularizing its benefits and in promoting its enrolment. 


Resolution from Section on Obstetrics and Gynecology 
Regarding Its Affiliation with National Federation 
of Obstetric-Gynecologic Societies 


Dr. Jean Paul Pratt, Section on Obstetrics and Gynecology, 
presented the following resolution, which was referred to the 
Reference Committee on Sections and Section work: 


Wuereas, The National Federation of Obstetric-Gynecologic Societies 
has as one of its objects “to serve as the coordinating group for the 
obstetric and/or gynecologic organizations in the United States of 
America”; and 

Wuereas, The Section on Obstetrics and Gynecology of the American 
Medical Association should have direct representation on the Board of 
Governors of said federation; and 

Wuereas, This body is eligible for membership under Article IV 
Section E without any financial obligations; now, therefore, be it 

Resolved, That this Section on Obstetrics and Gynecology does hereby 
go on record as being in favor of such an affiliation. 


Resolution on Army Medical Library 


Dr. A. F. R. Andresen, New York, presented the following 
resolution, which was referred to the Reference Committee on 
Hygiene and Public Health: 

_Wuereas, One of the shrines of American medicine, the Army Medical 
Library, formerly known as the Surgeon General’s Library, is ted in 
Washington; and 

Wuereas, This library, the largest medical library in the United States 
and one of the largest in the world, through its many services, not alone 
to the Army Medical Corps, not alone to the doctors of the District of 
Columbia, but to the entire medical profession of the United States and 
of foreign countries, makes it a veritable fountainhead of medical know. 
ledge, a stimulus to medical research, and thus an incalculable blessing 
to the public health; and 

Wuereas, This library is located in an old school building, poorly 
adapted to use as a library and so overcrowded that many of its books 
are housed outside the building, even as far away as Cleveland; and 


Wuereas, The heat in this building, dry in winter and moist in summer, 
causes rapid deterioration of new books and periodicals and has caused 
irreparable damage to its many invaluable possessions; and 

Wuereas, The building, condemned twenty-seven years ago as a fire 
trap, cannot even be reconstructed because of regulations governing such 
condemned buildings, constitutes a grave hazard not only to its valuable 
contents but is a menace to the lives of its 450 workers, at least 200 of 
whom, working in the upper two floors, would not be able to escape in 
case of a fire; and 

Wuereas, Billions are being spent for buildings of much less importance 
than this building, for hospitals which various commissions have declared 
unnecessary, and are being proposed to be spent on projects the value of 
which is debatable; and 

Wuereas, Previous recommendations for improvement of the library 
building having been ignored; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation in convention assembled in Washington calls the attention of the 
public to the neglect by the federal government of this factor of such 
tremendous importance to the public health and calls on the Army, the 
President of the United States and the Congress te provide promptly 
adequate air-conditioned quarters for this invaluable instrument for the 
public welfare. 


Proposed Amendment to Constitution 

Dr. L. A. Alesen, California, presented the following pro- 
posed amendment to Article 11 of the Constitution, which must 
lie over until the next session of the House: 

Amend Article 11 of the Constitution of the American Medi- 
cal Association to read as follows: 

ArticLte 11—Funds: Dues and Assessments 

Funds may be raised by an equal annual levy of dues or by 
an equal special assessment, or both, levied or assessed on cach 
of the active members, on recommendation by the Board of 
Trustees and after approval by the House of Delegates. Funds 
also may be raised from the publications of the Association and 
in any other manner approved by the Board of Trustees to 
defray the expenses of the Association, to carry on its publi- 
cations, to encourage scientific investigations and for any other 
purpose approved by the Board of Trustees. Failure of an 
active member to pay annual dues or a special assessment within 
the time required by the resolution levying or assessing such 
dues or assessments, shall subject the member to such discipline 
or other action as the By-Laws shall prescribe. 

We realize that this amendment cannot be acted on until the 
next session, which will be held in San Francisco. We there- 
fore will introduce it merely by title and it can be printed and 
delivered to the delegates for their full information before that 
date. 


Resolution on Appointment of Committee of Nonmedical 
Men to Assist in American Medical Association 
Campaign 

Dr. G. Henry Mundt, Illinois, presented the following reso- 
lution, which was referred to the Reference Committee on 
Miscellaneous Business : 


Wuereas, The present combat with the nationalization of medicine far 
transcends medicine alone and is apt to affect all or most other professi 
groups and businesses; therefore be it 

Resolved, That a committee from the House of Delegates, appointed by 
the Speaker, and a committee from the Board of Trustees consider the 
desirability of appointing a committee of nonmedical men to assist in our 
campaign for freedom. 


Report of Committee on Blood Banks 
Dr. L. W. Larson, Chairman, presented the following report, 
which was referred to the Reference Committee on Hygiene 
and Public Health: 
To the Members of the House of Delegates of the American 
Medical Association: 
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Your committee has continued its study of the blood bank 
situation since the last meeting of the House of Delegates. The 
preliminary survey, referred to in our report to the House last 
June, revealed that there are approximately 1,500 blood banks 
in the United States and its possessions. This figure includes 
private blood banks, Red Cross Blood Centers, Hospital Blood 
Banks, Community Blood Banks, etc. The second phase of the 
committee’s study of blood banks is under way in the form 
of a detailed questionnaire which was prepared with the 
assistance of representatives of each of the cooperating agencies, 
at a meeting in the headquarters of the American Medical 
Association on July 21, 1949. These agencies are: the Ameri- 
can Hospital Association, the American Protestant and Catholic 
Hospital Associations, the American College of Surgeons, the 
College of American Pathologists, the American Society of 
Clinical Pathologists, the American Association of Blood Banks, 
the American Red Cross and the National Research Council. 


The questionnaire is designed to determine the capacity, equip- 
ment, personnel, inventory, general processing procedures, and 
arrangements for emergency cooperation among blood banks. 
Approximately a thousand replies have been received and the 
committee intends to do everything possible in order that the 
information accumulated may be indicative of the true situation. 
A similar questionnaire, printed in blue ink instead of black 
ink, has been sent to each of the 5,100 hospitals which reported 
in the preliminary survey that it did not have a blood bank. 
This was done to locate existing banks not revealed in the first 
questionnaire and also to obtain pertinent information from these 
hospitals. Replies which have already been received would 
seem to justify this procedure. The material received on each 
individye! return will be held confidential by the Committee on 
Blood l’anks of the American Medical Association. Statistical 
summaries will be prepared from the returned questionnaires, 
but the ‘nformation in each questionnaire will not be revealed. 


The committee has continued its liaison with the Red Cross 
Blood Bank program. It has consulted with representatives of 
the Rei Cross over specific complaints which it has received 
from members and component medical societies of the American 
Medical Association concerning activities of the Red Cross in 
its Blood Bank Program. It is apparent that the Red Cross 
is extremely desirous of the good will and assistance of the 
medical profession. 

Your committee has followed the policies adopted by the 
House of Delegates in June 1948 relative to the Red Cross 
Blood Program. The first of these policies reads “Local con- 
trol must be by the county medical society.” There are a 
number of examples where this particular policy is being fol- 
lowed. It is of paramount importance that the medical pro- 
fession, on the local level, participate actively in the affairs 
of the local Red Cross Blood Center in order that the policy 
of medical control may be maintained. Likewise it is apparent 
that members of the medical profession should participate to the 
— extent in the development of proposed Red Cross Blood 

enters. 

Your committee met with the Executive Committee and Com- 
mittee on Blood and Blood Derivatives of the Advisory Board 
on Health Services of the American National Red Cross on 
Dec. 5, 1949. This joint meeting was called at the request of 
Gen. George Marshall, president of the American National Red 
Cross. Several members of the committee discussed frankly the 
blood bank situation in their respective localities, which was 
received by General Marshall with great interest. Your com- 
mittee feels that his demonstrated ability as an administrator 
and his earnest desire to consult with physicians over problems 
which confront the Red Cross in the development of its blood 
Program will assist greatly in eliminating many of the contro- 
Yersies which have arisen between physicians and the Red Cross. 

Your committee is convinced that there is urgent need for 
@ national blood program capable of immediate expansion in 
the event of a local disaster or a national emergency. It reaffirms 
ts opinion, as contained in the report of the committee to the 
House of Delegates in December 1948, that because of its 
pattern of nationwide organization and its experience and record 
im the procurement and processing of blood during the last 
World War, the Red Cross is the logical agency to assume 
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responsibility for a National Blood Program. Furthermore, 
your committee believes that steps should be taken at the earliest 
possible time, with the assistance of the American Medical 
Association, to standardize the equipment used for the procure- 
ment and dispensing of blood. Such standardization was an 
accomplished fact in the Armed Forces during the last war, 
but today there is little uniformity or interchangeability of equip- 
ment, a fact which might conceivably result in the loss of 
countless lives among the civilian population in the event of a 
local disaster or national emergency. 

Without undue emphasis on the danger of a forthcoming local 
or national emergency, your committee recommends that the 
American Medical Association do everything it can through its 
appropriate councils or committees, to cooperate fully with all 
other agencies, in or out of government, which are concerned 
with the problem of the procurement, processing and dispensing 
of blood. In order that the medical profession may be organ- 
ized and prepared to discharge its full duty with regard to the 
procurement and dispensing of blood in the event of a national 
emergency, your committee recommends that the American 
Medical Association and its constituent associations conduct a 
program through informative talks, pamphlets, brochures, medi- 
cal motion pictures, practical demonstrations in hospitals and 
local medical societies, etc. A coordinated program on the 
national level, with complete integration of private and hospital 
blood banks with the Regional Red Cross Blood Centers on the 
local level and an informed and trained medical profession will 
be able to meet any emergency which may arise. The American 
Medical Association should dedicate itself to the realization of 
this objective in addition to the discharge of the several other 
obligations it has assumed to relieve suffering and save lives 
among the people of the United States. 


Respectfully submitted, 
Leonarp W. Larson, 
Hersert P. RAMSAY 
Joun W. GREEN 
James R. REULING 
Wriuiam D. 
Deerinc G. SMITH 
A. CoventRY 
James Q. GRAVES 
JAMES STEVENSON 


Chairman 


Resolution on General Officers Eligible for Election 

as President-Elect 

Dr. Mather Pfeiffenberger, Illinois, presented the follow- 
ing resolution, which was referred to the Reference Committee 
on Amendments to the Constitution and By-Laws: 

Wuenreas, For several years there was in the Constitution and By-Laws 
the requirement that general officers were not eligible for election as 
President-Elect; and 

Wuereas, In the latest draft of the Constitution and By-Laws this 
requirement does not exist; therefore be it 

Resolved, That it is the opinion of the Illinois delegation that this 
requirement should be in our Constitution and By-Laws. 

Preliminary Report of Reference Committee on 
Amendments to the Constitution and By-Laws 


Dr. Floyd S. Winslow, Chairman, presented the following 
preliminary report, which was adopted subject to hearings on 
motions of Dr. Winslow, duly seconded and carried: 


Amendment to By-Laws Proposed by Secretary: Your 
committee has received the recommendation of the Secretary 
which states, under “Amendment to the Constitution and 
By-Laws” : 

“In June 1949 the House of Delegates approved an amend- 
ment to the By-Laws, Division Three, Chapter XII, Section 
6 (A) whereby the section was made to read: ‘....the Secre- 
tary shall (4) keep minutes of the Proceedings of the House 
of Delegates, of the Judicial Council and of the Scientific 
Assembly.’ The Secretary respectfully submits that the original 
wording of this portion of the By-Laws, namely, ‘keep minutes 
of the Proceedings of the House of Delegates and of the meet- 
ings of the Scientific Assembly,’ was correct.” In accordance 
with this request, your committee recommends that the original 
wording be restored, making the section read: “Keep minutes 
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of the Proceedings of the House of Delegates and of the meet- 
ings of the Scientific Assembly.” 

2. Amendments to By-Laws Proposed by Board of Trustees: 
Your committee has had referred to it the supplementary report 
of the Board of Trustees recommending changes in the 
By-Laws: 

Division One, Chapter I1:—Your Committee has given serious 
thought to this recommendation, and moves that it be adopted 
as set forth in the report, as follows: 

Amendment to the By-Laws, Division One, Chapter IL :— 
Section 1. Tenure and Obligations of Membership. When the 
Secretary is officially informed that a man is not in good 
standing in his component society, he shall remove the name 
of said member from the membership roll. A member shall 
hold his membership through the constituent association in the 
jurisdiction of which he practices. Should he remove his prac- 
tice to another jurisdiction, he shall apply for membership 
through the, constituent association in the jurisdiction to which 
he has moved his practice. Unless he has transferred his mem- 
bership within six months after such change of practice, the 
Secretary shall remove his name from the roster of members. 

See. 2. Dues. Annual dues not to exceed $25 may be pre- 
scribed for the ensuing calendar year in an amount recommended 
by the Board of Trustees and approved by the House of Dele- 
gates. Each active member shall pay said annual dues to his 
constituent association for transmittal to the Secretary of the 
American Medical Association. An active member who is 
delinquent in the payment of such dues for one year shall iorieit 
his active membership in the American Medical Association 
if he fails to pay the delinquent dues within thirty days after 
notice of his delinquency has been mailed by the Secretary to 
his last known address. 

Respectiully submitted, 

Fioyp S. Wrnstow, Chairman 
B. E. Pickett Sr. 

Kar S. J. HoMLEN 

S. GIORDANO 

H. Russet. Brown 


Resolution on Salaries Paid for Full Time Service 
in Public Health 
Dr. Stanley H. Osborn, Section on Preventive and Industrial 
Medicine and Public Health, presented the following resolution, 
which was referred to the Reference Committee on Miscel- 


laneous Business: 


Wuereas, The American Medical Association through its officially 
adopted program for the advancement of medicine and public health has 
urged the establishment of local public health units with such services as 
communicable disease control, vital statistics, environmental sanitation, 
control of venereal diseases, maternal and child hygiene and public health 


laboratory services; and 

Wuereas, The present bottleneck in the accomplishment of these goals 
lies in the shortage of adequately trained physicians; and 

Wuereas, The remuneration of medical health officers must be com- 
mensurate with their responsibility in order to encourage recruitment in 
this vital area; now, therefore be it 

Resolved, That the American Medical Association record its conviction 
that the salaries paid for full time service in the medical specialty of public 
health should he at least $7,000 per annum to physicians without prior 
public health experience, and that the Ievel should rise with increasing 
experience and training to a minimum of $16,000 for positions involving 
heavy responsibility and demanding outstanding administrative experience. 


Report of Reference Committee on Rules and 
Order of Business 

Dr. James Beebe, Chairman, presented the following revort, 
which on motion of Dr. Beebe, duly seconded and carried, was 
adopted : 

Mr. Speaker, we have just been over the situation. This 
room is obligated for the performance they are going to have 
tomorrow night, for rehearsal tomorrow afternoon and, there- 
fore, we shall be unable to hold any session tomorrow afternoon, 
which it had been intended to do. The session is scheduled for 
Thursday afternoon, and the committee agrees that you should 
hold it on Thursday at 9 a. m. as some members have reserva- 
tions to leave on Thursday. 

The meeting recessed at 3:10 p. m. to meet Thursday, Decem- 
ber 8, at 9 a. m. 


Second Meeting—Thursday Morning, December 8 


The House of Delegates reconvened at 9:10 a. m., T 
Dec. 8, 1949, and was called to order by the Speaker, Dr. F, F. 
Borzell. 
Report of Reference Committee on Credentials 
Dr. H. B. Everett, Chairman, stated that 187 delegates had 
submitted proper credentials and had been seated, and added that 
there was apparently a quorum present. 


Minutes 


It was moved by Dr. H. B. Everett, Tennessee, seconded by 
several delegates and carried, that the House dispense with 
the reading of the minutes. 


Telegram from Dr. Carlos Mendoza, Panama 

The Speaker read a translation of a telegram that was received 
by the Secretary of the Association and asked to be read to 
the House. 

In the name of the Minister of Social Security and Public 
Health, I extend cordial greetings on this Pan American Health 
Day and our most fervent hope for the well-being and health 
of your great country and for the solidarity and protection of 
the health of this continent. Dr. Cartos MENDOzA, 

Director of Public Health, Panama 


By-Laws on New Business 


Dr. James R. Reuling, Vice Speaker, at the request of the 
Speaker, read to the House Division Three, Chapter X, Sec- 
tion 2, Paragraph (c) of the By-Laws, relating to the intro 
duction of new business at the final meeting of the House of 
Delegates. 


Report of Reference Committee on Sections 
and Section Work 


Dr. William Weston, Chairman, presented the following 
report, which was adopted section by section and as a whole on 
motions of Dr. Weston, duly seconded and carried: 

1. Report of the Council on Scientific Assembly: By 
unanimous vote, your reference committee approved the report 
of the Council on Scientific Assembly as it appears im the 
Handbook. 

2. Supplementary Report of the Council on Scientific 
Assembly: Your committee also voted unanimously to accept 
the supplementary report of the Council on Scientific Assembly. 
This report referred to a request for the establishment of a 
Section on Military Medicine and Surgery. Your coumittee 
recommends to the House of Delegates that the action of the 
Council on Scientific Assembly with respect to this request be 
approved. Your committee also unanimously approved the por- 
tion of the report of the Council on television, and r 
that this be approved by the House of Delegates. 

3. Resolution from Section on Obstetrics and Gynecology 
Regarding Its Affiliation with the National Federation of 
Obstetric-Gynecologic Societies: By unanimous vote, your ref- 
erence committee recommends that the resolution from the Sec 
tion on Obstetrics and Gynecology Regarding Its Afiiliation 
with the National Federation of Obstetric-Gynecologic Societies 
be adopted. 

Respectfully submitted, 

Wituiam Weston, Chairman 
Hans H. F. Reese 

Jean Paut Pratt 

Paut A. Davis 

Gorpon F. HARKNESS 


Report of Reference Committee on Reports of Board 

of Trustees and Secretary 

Dr. Creighton Barker, Chairman, presented the following 
report: 

Report oF SECRETARY 

Your reference committee has reviewed the informative report 
of the Secretary which appears on page 30 of the Handbook 
and the passages followimg. 

Special satisfaction is found in the large increase in member 
ship of the Association and your committee agrees with th 
statement of the Secretary that this “amazing growth im the 
short span of three years is indicative of the growing confidence 
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of the rank and file of the medical profession of this country 
in the American Medical Association.” It also reflects the 
agreement of the profession at large with the policies and efforts 
of the Association to preserve and defend the American way 
of free enterprise. There is also a gratifying increase in the 
number of Fellows of the Association. 

There was one item in the Secretary’s report which requires 
definite action by this House. It was the proposal that the 
Amendment to the By-Laws, Division Three, Chapter XII, 
Section 6(4) which has been passed by the House be clarified. 
This section of the report was properly referred to the Refer- 
ence Committee on Amendments to the Constitution and 
By-Laws, which committee will report on it and no comment 
is made in the report of this committee. 

The Secretary in his supplementary report made verbally 
before the House on Tuesday mentioned the large number of 
non-dues paying members in constituent associations. This 
exemption from the payment of dues to state organizations is 
most often for the benefit of physicians who have been members 
of their state associations for many years and is an honorable 
and respected category of membership. While it is to be admitted 
that this large number of exempt members may complicate the 
collection of dues for the American Medical Association, the 
circumstances should be viewed with understanding and fairness. 

Your reference committee proposes that this House express 
its appreciation of the splendid service rendered by the Secretary 
and General Manager. 


Report oF Boarp or TRUSTEES 

1. Miscellaneous: Your committee has reviewed the report 
of the Board of Trustees, as published in the Handbook com- 
mencine on page 35, and the supplementary report presented to 
the House by the Chairman of the Board at the session on 
Tuesday. The sections of the report relating to the Washington 
Office: the Assistant to the General Manager, Public Relations 
Department; the Council on Industrial Health, and the Council 
on National Emergency Medical Service have not been consid- 
ered by this committee because they have been referred to other 
reference committees. 

The comment on the resolution on American Medical Asso- 
ciation assessments and dues, which is the first part of the report 
of the oard of Trustees, is not discussed in the report of this 
reference committee since the subject has been referred prop- 
erly to the Reference Committee on Amendments to the Con- 
stitution and By-Laws. 

2. Resolution on Questionnaire on Medical Care: The Board 
of Trustees in its report on page 36 of the Handkbook states 
that in its opinion it would be inexpedient at this time to send 
a questionnaire to all members and Fellows of the Association 
to learn their attitude relative to various facets of medical care 
problems. Your reference committee concurs in the opinion of 
the Board of Trustees and wishes to recommend that action in 
this matter be postponed indefinitely. 

3. Report of the Committee on Hospitals and the Practice 
of Medicine: Your committee gave long and detailed considera- 
tion to the section of the report of the Board of Trustees con- 
cerning the report of the Committee on Hospitals and the 
Practice of Medicine, which has become known commonly as 
the Hess report. The hearings held by. the committee were 
well attended and conferences were held with representatives 
of the Board of Trustees and with the Secretary and General 
Manager. 

Your reference committee believes that it will be helpful if 
Some of the background of this matter is reviewed. The Hess 
report was referred to the Reference Committee on Reports of 
Board of Trustees and Secretary at the Atlantic City session 
and that reference committee revised and, in a sense, rewrote the 
original report. In that revision, the reference committee 
included a certain paragraph, and it is the contents of that 
Paragraph which brought the Board of Trustees to recommend 
that the action of the House in June on Section 8 of the refer- 
ence committee's report be rescinded. The paragraph does not 
the Hamthock which you have, ond shall vead it to 


“Most of these matters could be settled at the hospital or 
county level. Therefore it is recommended that after all efforts 
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at the local and state levels have been exhausted, the charges 
of unethical conduct by either members of the professional staff 
or by hospital management should be brought to the Judicial 
Council ior examination. If the Judicial Council, working with 
similar committees of hospital agencies, cannot adjudicate the 
specific matter and finds ethical and legal compromise impos- 
sible, then suitable action should be taken against the physician 
or institution found guilty. The authority for this is found in 
the Constitution and By-Laws of the American Medical Asso- 
ciation as follows: Division One, Chapter III, relating to 
Disciplinary Action, and Division Three, Chapter X, Section 
4, relating to Standing Committees.” 

Subsequent to the Atlantic City meeting the Board of Trus- 
tees, after receiving the legal opinion of the Association’s gen- 
eral counsel, which is quoted on pages 37 and 38 of the 
Handbook, asked that the action of the House be rescinded. 

Your reference committee is of the opinion that this para- 
graph in Section 8 of the June report is incompatible with the 
Constitution of the American Medical Association in that it 
endows the Judicial Council of the Association with authority 
and responsibility for which there is no constitutional pro- 
vision. In addition, legal hazards are presented as pointed out 
in the opinion of counsel. Therefore, your committee recom- 
mends that the House of Delegates rescind its approval of Sec- 
tion 8 of the reference commiitee report on reports of the 
Board of Trustees and Secretary, adopted on June 9, 1949. 

Your committee further recommends that the special com- 
mittee on Hospitals and the Practice of Medicine (known as 
the Hess Committee), be reactivated, that the original report 
of that committee be referred back to it for further study in 
view of the legal opinion relating thereto and that this special 
committee report to the House of Delegates at the annual 
session of the Association in June 1950. 

4. Resolution on General Practice Sections in Hospitals: 
The Board of Trustees in its report, page 39 of the Handbook, 
recommends that the House of Delegates rescind the approval 
of the Resolution on Geueral Practice Sections in Hospitals, 
voted at the annual session in Atlantic City, 1949. 

This recommendation from the Board of Trustees is based on 
the belief that the inclusicn of the word “mandatory” in the 
resolution is improper. Your reference committee makes no 
recommendation in regard to this proposal from the Board of 
Trustees in view of the fact that a special resolution covering 
this subject is now pending before this House. 

5. Quarterly Cumulative Index Medicus: In order to save 
time for the deliberations of the House, your reference com- 
mittee will omit a detailed review of the reports of the many 
activities of the Association, but does wish to emphasize cer- 
tain points. Particularly attention is directed to the progress in 
the publication of the Quarterly Cumulative Index Medicus, as 
stated on page 44 of the Handbook. 

6. Cooperative Medical Advertising Bureau: Your reference 
committee notes with satisfaction the continued usefulness of the 
Cooperative Medical Advertising Bureau and wishes to compli- 
ment the advisory committee of the bureau for its activity. 

7. Scientific Projects: In these days when so much of the 
Association’s responsibility lies in political and economic fields, 
the scientific projects in which our Association has long 
engaged may sometimes be overlooked. We should take pride 
in the continued progress of the Council on Pharmacy and 
Chemistry, the Committee on Therapeutic Research and the 
Therapeutic Trials Committee. In this field, also, we should 
find great satisfaction in the service to the public rendered by 
these agencies in the evaluation of drugs and the participation 
in the Joint Committee on Pesticides. 

8. Committee on Scientific Research: The Committee on 
Scientific Research, which has been an important activity of the 
Association for nearly fifty years, has been discontinued, and 
the Board of Trustees in its report expresses appreciation of 
the work done for this committee by its long-time chairman, 
Dr. Ludvig Hektoen of Chicago. Your reference committee 
confirms this action by the Board of Trustees and wishes to 
recommend that this House record its appreciation of Dr. 
Hektoen's services. 

9. Report of Bureau of Legal Medicine and Legislation: No 
member of this House should neglect to read the report of 
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the Bureau of Legal Medicine and Legislation, commencing 
on page 85 of the Handbook. This agency is of inestimable 
value to the medical profession. Although not included in the 
report of the Board of Trustees on this Bureau, your refer- 
ence committee wishes to mention the long and unfortunate 
illness of Mr. Holloway, and the committee recommends that 
this House extend its sympathy to him and best wishes for a 
complete and speedy recovery. 

10. Bureau of Health Education: The committee is impressed 
by the progress of the Bureau of Health Education and the 
wisdom of substituting recorded transcripts, to be used by 
local medical societies, for network broadcasting which has 
proven expensive beyond its value. Methods in the field of 
health education are constantly changing and the members of 
this House should be aware of the necessity of keeping this 
program flexible. This flexibility means, not only alertness 
to adopt new technics, but also willingness to discard out- 
moded projects. 

ll. Hygeia: The .committee wishes to direct your attention 
to the appointment of Dr. W. W. Bauer as editor of Hygeia, 
and the change of the name of that publication to Today's 
Health. 

12. Bureau of Medical Economic Research and Bureau of 
Industrial and Personnel Relations: Your committee believes 
you will agree that the use of the mechanical facilities of the 
Bureau of Medical Economic Research in billing for the journals 
and in other respects is of material assistance in the manage- 
ment of the Association. It commends, also, the contribution 
of the Bureau of Industrial and Personnel Relations. 

13. Committee on Rural Health: The Committee on Rural 
Health is extending its operations and increasing its service to 
people dwelling in rural America. The committee is to be 
complimented on the completion and publication of the Hand- 
book which members of the House have received. 


SupPLEMENTARY Report oF Board oF TRUSTEES 


Reference is now made to certain items in the supplementary 
report presented by the Chairman of the Board of Trustees to 
this House on Tuesday. 

14. Ethics: In that report the Board recommended that all 
state societies study the desirability of establishing some form 
of grievance committee to hear any questions of medical ethics 
or behavior. A special resolution on this subject is now before 
this House and your reference committee makes no comment 
concerning this recommendation of the Board of Trustees. 

15. Inter-Association Committee on Health: The Board is to 
be congratulated on the expeditious organization of the Inter- 
Association Committee on Health in accordance with a directive 
from the House of Delegates at the June 1949 session. A review 
of this development is in the supplementary report. 


Finally, your reference committee wishes to ask this House to _ 


express its appreciation of the great service the Board of 
Trustees of this Association renders to the medical profes- 
sion and the people of our country. It is difficult for anyone 
to realize the hours of work and travel that the members of 
this Board give in our behalf. Your committee recommends 
that this House now express its gratitude for the vigorous and 
courageous service of the Board of Trustees. 


Respectfully submitted, 
Wutuis I. Lewis 
Tuomas A. McGotprick 
Joun W. Green 
Artuur C. Scorr Jr. 


On motions of Dr. Barker, duly seconded and carried, the 
report of the reference committee was adopted section by sec- 
tion through the first two sections relating to the report of 
the Board of Trustees. 

Dr. Barker moved adoption of the report of the reference 
committee refering to the Report of the Committee on Hos- 
pitals and the Practice of Medicine and the motion was 
seconded by Dr. Albert F. R. Andresen, New York. Dr. E. 
Vincent Askey moved an amendment first, that in the inter- 
ests of maintaining high professional standards and protecting 
the public health, the House of Delegates reaffirms the phil- 
osophy underlying and the principles enunciated in the Hess 


Committee report, and second, that in view of the possible 
legal technicalities, the activation of the Hess Committee report 
be deferred until after the next meeting of the House of Dele- 
gates, and that between this and the next meeting of the House 
of Delegates the original report be re-referred to the original 
committee or reasonable facsimile thereof, and that the com. 
mittee be instructed to consider ways and means of activating 
the original report in accordance with the principles expressed 
therein and in accordance with legal considerations which must 
be present. The motion to amend was seconded by Dr. Walter 
E. Vest, West Virginia, and carried. The report of the refer- 
ence committee on this subject was then adopted as amended, 

The remainder of the report of the reference committee was 
adopted section by section and as a whole as amended on motions 
of Dr. Barker, duly seconded and carried. 


Presentation and Address of Mr. George Craig 


The Speaker asked for and received unanimous consent of 
the House to present Mr. George Craig, National Commander 
of the American Legion, who spoke as follows: 

Mr. Speaker, Members of the House of Delegates: I was 
amazed here a few moments ago when you amended a report. 
I thought it was only country lawyers that used such verbiage, 
but I see some of it has rubbed off on the members of your 
committee. 

I am not going to trespass on the hour of your meeting. We 
of The American Legion realize that you are here to take action 
not only on matters which pertain to your profession but also 
on matters that pertain to the general welfare. I think and 
know you realize that you and the American Legion are on the 
same team. We believe in the same principles of government 
that you believe in. We want to join with you and want you 
to join with us and do something about it. You well know the 
stand of the American Legion on socialized medicine, compul- 
sory health insurance and all those other matters that puts the 
government into the life of the individual, removes the govern- 
ment from the control of the people. 

I might say to Mr. Ewing and the other proponents of these 
programs that I am reminded of the old Confederate general 
who lived many many years after the war between the states, 
or the Civil War depending on what side of the river you 
come from. He had a grandson of whom he was very proud, 
a sterling man of character. The young man had obtained 
through appointment the position of cadet at West Point. He 
was fearful that if the old grandpa who was still living in the 
days of Appomattox heard about it, he would refuse to let him 
go north to school. So, the young man concealed from his 
grandfather the plans that he had until the night before his 
departure, and he went to the old man’s room late at night, and 
he said, “Grandfather, tomorrow I am going to college. I am 
going to the United States Military Aeademy at West Point.” 

The old man’s eyes twinkled, and he didn’t say anything. He 
said, “Grandfather, that is north of here.” 

His grandfather said, “That is all right, Son. You go up there 
to West Point. You study hard, get acquainted with as many 
people as you can; learn all about those people that you can. 
Then you come back here, because this shooting ain’t over yet.” 

So, I think that you and I, the American Medical Association 
and The American Legion, may advise our adversaries that we 
have just begun to fight. 

I hope to have the opportunity of being with most of you this 
evening, and I look forward to it with pleasure. 


Report of Board of Trustees 


Dr. Louis H. Bauer, Chairman, Board of Trustees: Mr. 
Speaker and Members of the House: Before I proceed with 
my report, I should like to call the attention of the House to 
something not very pleasant. 

You remember that at Atlantic City in June we called your 
attention to the fact that Miss Whelan, who had been secretary 
to the Board for a great many years, and had been on this plat 
form for more years than most of you, was unable to be there 
because she was ill in the hospital. The House at that time 
sent her a message of good wishes. 

Tuesday she was here on the platform but last night she was 
taken to the hospital again, and I understand is seriously ill 
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Although as a member of the Board I cannot make any motion, 
I am sure we all would appreciate it if some member of the 
House would make a motion to send again a message of 
good will. 

Dr. George W. Kosmak, New York, so moved, and the 
motion was regularly seconded and carried. 


SuppLEMENTARY Report oF CounciL ON NATIONAL 
EMERGENCY MEDICAL SERVICE 


At the meeting of the Council on National Emergency Medi- 
cal Service in Washington, D. C., Dec. 4 and 5, 1949, the fol- 
lowing supplementary report was prepared and is respectfully 
submitted : 

1. Appreciation to Secretary of Defense: The American 
Medical Association, through its Council on National Emer- 
gency Medical Service, desires to express its appreciation to the 
Secretary of Defense for his foresight and understanding of the 
problem of medical needs in total defense planning as evidenced 
by the establishment of an Office of Medical Services, which is 
headed by an outstanding civilian physician who possesses the 
necessary authority to represent him in medical matters. It is 
also desired that this expression of appreciation be extended to 
the three military departments for their notable progress in 
cooperative medical planning under direction of the Office of 
Secretary of Defense. 

The American Medical Association through the Council on 
National Emergency Medical Service reaffirms its desire to be 
of service to the Secretary of Defense in his effort to provide 
the fine medical service necessary to meet the total needs of our 
country in the event of a national emergency. 


2. kesolution on Civil Defense: 
Wuerxeas, The American Medical Association, through its Council on 


Nations! Emergency Medical Service, is deeply concerned about the medi- 
cal and health care aspects of civil defense; and 
Wuereas, The Council on National Emergency Medical Service is con- 
tinuing to receive an increasing number of requests to advise state and 
county medical societies on matters related to civil defense planning; and 
Wuesceas, The Council has been unable to discern a clear picture of 


the Fei-ral Government’s plans for meeting the health and medical care 
problems of civil defense; and 

Wureeas, The.members of the American Medical Association stand 
ready avd anxious to share the responsibility for those aspects of Civil 
“7 Planning for which their training and experience qualify them; 

it 

Reso.ced, That the National Security Resources Board be requested to 


describe to the American Medical Association and its Council on National 
Emergency Medical Service the present state of preparation for civil 
defense in the event of a national emergency particularly as it relates to 
medical and health problems that might arise through the use of special 
weapons of warfare (atomic, biologic and chemical). 


3. Examination, Classification and Assignment of Manpower: 
The American Medical Association, through its Council on 
National Emergency Medical Service, desires to express its 
interest in the development of a common method of examina- 
tion, classification and assignment of manpower according to the 
physical requirements of the Armed Forces as recommended to 
the Department of Defense by the Conference on the Physical 
Classification of Manpower as expressed within the National 
Research Council Jan. 15, 1948 and to the Munitions Board's 
standing committee by its subcommittee March 18, 1948; and 
desires further, that this expression of interest be iorwarded to 
the Secretary of Defense for the attention of the Director of the 
Office of Medical Services, and desires further, that in this 
expression of interest it be pointed out that the Council on 
National Emergency Medical Service would appreciate any 
information bearing on the development of such a common 
method of classification and assignment of manpower according 
to the physical requirements of the Armed Forces in order that 
the Council may be oriented in its own planning. 


Report or CoMMITTEE ON DispLAceD PuysIcIANs 


This committee was appointed by the Board of Trustees in 
accordance with the following resolution which was adopted by 
the House of Delegates at the 1949 Annual Session: 


Resolved, That a Special Committee on Displaced Physicians be appointed 
to consist of six members, whose duty it shall be to study the problems 
of displaced physicians generally and as far as possible to cooperate with 
the International Refugee Organization and the various state authorities 
in furthering the resettlement of these individuals in a spirit of friendly 
cooperation with unfortunate col 
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In dealing with these problems the committee is cognizant of 
the following facts : 

Of the more than 2,600 displaced physicians in the occupied 
zones of Europe a number have already emigrated to this 
country and many more, it is anticipated, will come, although 
there are probably almost 2,000 remaining in Europe at the 
present time. Among these physicians there are some who 
escaped into Western Germany without any personal documents 
as to graduation from medical school or evidence of their status 
as practitioners in their own countries. For a large proportion 
of these individuals it is impossible to obtain certificates of 
graduation from their medical schools, which are located in 
areas under Russian control. The International Refugee Organi- 
zation has carefully checked all credentials and other evidences 
of professional status of every one of these physicians and has 
certified all those found worthy of such certification for medical 
work among the displaced populations of which they formed a 
part. Medical and public health activities for the past four years 
have been carried on among these people under the direction 
of the International Refugee Organization and the health 
standards and statistics will bear comparison with those of any 
civilized nation. Among the displaced physicians there is about 
the proportion of specialists, teachers and other leaders of the 
profession as would be expected in the population of any civi- 
lized country. These physicians, like the other displaced per- 
sons, are homeless and penniless and cannot return to the 
countries from which they came because a return to areas 
under communist control to which they are known to be opposed, 
would mean imprisonment or death. 

With the above facts in mind, the committee makes the fol- 
lowing recommendations: (1) that the American Medical 
Association suggest to the state medical examining boards and 
to the Federation of State Medical Boards of the United States 
that they give special study to the present unique situation with 
respect to displaced physicians with the idea of framing special 
regulations to meet it; (2) that the plan of accepting Interna- 
tional Refugee Organization certification in lieu of other evi- 
dence of graduation and professional status when such evidence 
cannot be obtained be suggested to the state medical examining 
boards; (3) that efforts be made by the state medical boards 
to arrange for the appointment of displaced physicians in state 
hospitals, as has been done in Iowa, and in such other hospitals 
as may be possible, to allow such physicians to become 
acquainted with American medical methods and _ practices; 
(4) that state medical boards be urged to consider the framing 
of special regulations designed to make it possible for specially 
qualified displaced physicians to be licensed for limited practice 
in communities and hospitals where their services are needed; 
(5) that the American Medical Association recommend to the 
appropriate departments of the Federal Government that steps 
be taken to allow the utilization of the services of displaced 
physicians certified by the International Refugee Organization 
in federal services such as the Indian and Alaskan services 
under the Department of the Interior, where it is understood 
there is a great need for more physicians, and (6) that a copy 
of this report be sent to the secretary of each state medical 
examining board and to the secretary of the Federation of State 
Medical Boards of the United States. 


Respectfully submitted, J. J. Meonz, Chairmen 


ALex M. BurcGeEss 
CREIGHTON BARKER 
Jacos Goius 
Ernest B. Howarp 
Gerorce F. 


The report of the Board of Trustees dealing with the report 
of the Council on National Emergency Medical Service on 
Appreciation to Secretary of Defense was adopted on motion 
of Dr. Albert F. R. Andresen, New York, seconded by Dr. 
William Weston, Section on Pediatrics, and carried unanimously 
by a Tising vote. 

It was moved by Dr. Walter E. Vest, West Virginia, sec- 
onded by several and carried unanimously by a rising vote that 
the Resolution on Civil Defense submitted by the Council on 
National Emergency Medical Service through the Board of 
Trustees be adopted. 
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The report of the Council on-National Emergency Medical 
Service submitted by the Board of Trustees dealing with 
Examination, Classification and Assignment of Manpower was 
adopted on motion of Dr. C. B. Conklin, District of Columbia, 
seconded by several and carried unanimously. 

Action on the report of the Committee on Displaced Piiysi- 
cians in the Report of the Board of Trustees was deferred until 
the next session of the House on motion of Dr. J. Stanley 
Kenney, New York, seconded by Dr. Walter E. Vest, West 
Virginia, and carried. 


Report of Reference Committee on Medical 
Education 


Dr. Grover C. Penberthy, Chairman, presented the following 
report, which on motions of Dr. Penberthy duly seconded and 
carried was adopted section by section and as a whole: 

Your Reference Committee on Medical Education has met and 
considered the annual report of the Council on Medical Educa- 
tion and Hospitals,. the supplementary report submitted by the 
Council and, in addition, the resolutions referred to the com- 
mittee. 

1. Report of Council on Medical Education and Hospitals: 
The committee appreciates the instructive and comprehensive 
progress report made by the Council on Medical Education and 
Hospitals. The committee was also appreciative of the con- 
structive discussion contributed by members of the House of 
Delegates and others with reference to the resolutions that it 
had under consideration. 

In its report, the Council lists the following primary activities 
which were developed as a result of the actions taken by the 
House of Delegates in December 1948 and June 1949: (1) to 
provide for more adequate financial support for medical educa- 
tion; (2) to undertake a comprehensive reevaluation of intern- 
ship and residency programs, and (3) to study the problem of 
graduates of foreign medical schools desiring to practice in the 
United States. 

The Committee on the Survey of Medical Education, jointly 
sponsored by the Council and the Association of American 
Medical Colleges, was active throughout the year 1948 in plan- 
ning the broad program of the survey of medical education. 
Detailed plans for the conduct of the survey were completed 
during the first eight months of 1949. Visits to medical schools 
were initiated in September 1949 and it is hoped that the survey 
of medical schools can be completed within the next two aca- 
demic years. 

This reference committee wishes to emphasize and support 
the joint statement of the Board of Trustees and the Council 
on Medical Education and Hospitals disapproving S. 1453 and 
H. R. 5940 in their present form. 

Your committee notes the efforts the Council is making to 


coordinate its program for approving hospitals for residencies * 


in surgery and the surgical specialties with the program of the 
American College of Surgeons. 

The Council reported that in the interval since the prepara- 
tion of its annual report, the plans to create a joint committee 
of the Association of American Medical Colleges, the Council 
and the various hospital associations to restudy the whole 
problem of intern appointments has been altered. Instead the 
Association of American Medical Colleges has assumed respon- 
sibility for the formation and operation of this plan. The action 
has the approval of the Council since the Uniform Intern Place- 
ment Plan does not involve educational standards but is simply 
concerned with the establishment of a uniform date for the 
appointment of interns. 

The committee notes with approval the fact that the Council 
is planning at an early date to prepare a statement with refer- 
ence to foreign medical schools. 

The committee also notes with interest the large number of 
agencies interested in medical education and hospital affairs 
with which the Council on Medical Education and Hospitals 
is collaborating in working out the various problems pertaining 
to these fields. 

Your committee desires to call especial attention to that sec- 
tion of the report pertaining to general practice residencies and 
wishes to report that eight hospitals have already put into opera- 
tion residency programs in general practice that conform to 


the standards for such training prepared by the Council a year 
ago. In addition, a number of hospitals, including several 
teaching hospitals, are developing two year rotating internships 
also designed to prepare men for general practice. Your com- 
mittee believes that the reported popularity of these programs 
gives evidence of the increased interest on the part of recent 
graduates in preparing themselves for general practice. 

During the past year the Council on Medical Education and 
Hospitals has undertaken to reevaluate all hospitals approved 
for internship and residency training. This seemed necessary 
and desirable because of the rapid growth and development 
after the end of the war of internship and residency training 
programs, as illustrated by the fact that the number of resi- 
dencies increased from about 5,200 in 1941 to 17,000 in May 
1949 and during this same period the number of hospitals 
approved for residency training increased from 616 to 1,187. 

2. Supplementary Report of the Council on Medical Education 
and Hospitals: In addition to its regular report the Council 
on Medical Education and Hospitals presented a supplementary 
report, which was distributed to the members of the House of 
Delegates, requesting ratification by the House of Delegates 
of revised essentials for an: 


Acceptable School of Occupational Therapy ; 
Acceptable School of Physical Therapy ; 
Acceptable School for Medical Technologists, and 
Acceptable School for Medical Record Librarians. 


Your committee has reviewed these essentials, has heard dis- 
cussion of them and recommends their approval. 

3. Resolutions on Council on Medical Education and Hos- 
pitals: Your reference committee has considered the resolution 
presented by the Missouri delegation with respect to the prac- 
tices of the Council in approving hospitals for internships and 
residencies. No evidence was presented to the committee that 
the Council uses arbitrary methods in changing the status of 
any hospital. It appears to your committee that in making such 
changes, the Council is simply acting in accord with the stan- 
dards which have been adopted by the House of Delegates with 
reference to the approval of internships and residencies. 

Your reference committee feels that the Council on Medical 
Education and Hospitals is cognizant of the relationships that 
exist between the American Medical Association and the specialty 
boards and that the Council will continue to work with these 
boards to promote sound policies with respect to the standards 
of medical practice. The committee therefore recommends that 
the resolution as presented be disapproved. 

4. Resolution on Specialization and Resolutions on Specialty 
Training: Two closely related resolutions presented from 
Texas and Indiana recommending that varying periods of gen- 
eral practice be required for certification by specialty boards 
were considered by your committee. Your committee is in 
sympathy with the objectives of these resolutions, namely to 
increase the number of physicians in rural areas and to endorse 
the principle that a period of experience in general practice 
is an excellent foundation for specialty practice. However, the 
implementation of a program requiring all prospective special- 
ists to have a period of general practice appeai? impractical. 
The effort to develop more general practitioners can best be 
met in the medical schools and hospitals by the development of 
programs designed to interest medical students and — scent 
graduates in such careers. Your committee belie 2 hat the 
Council on Medical Education and Hospitals has taken effec- 
tive steps during the past few years to stimulate the develop- 
ment of such programs both in medical schools and in hospitals. 
Furthermore, the committee is sure that the Council will con- 
tinue to give attention to this very important problem. 

While the committee is in sympathy with the objectives of 
these resolutions, because they appear impractical it must recom- 
mend their disapproval. 

Respectfully submitted, 

Grover C. Pensertuy, Chairman 
Henry B. MULHOLLAND 
Cuaries J. KickKHAM 

L. SHAFER 

T. B. Topp 
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Report of Reference Committee on Legislation 
and Public Relations 

Dr. Howard K. Petry, Chairman, presented the following 
report, which was adopted section by section and as a whole 
on motions of Dr. Petry, duly second and carried: 

Your Reference Committee on Legislation and Public Rela- 
tions held a hearing on the various items referred to it, which 
hearing was extraordinarily well attended and there was full 
discussion. 

1. Report of the Assistant to the General Manager, Public 
Relations Department in Report of Board of Trustees: Your 
committee examined with care the report as printed in the 
Handbook, and wishes to commend and endorse the overall 
picture presented therein. It particularly notes with approval 
the progress which has been made in magazine and trade paper 
relations and in press relations. 

2. Report of the Washington Office in Report of Board of 
Trustees: In the consideration of the report of the Washing- 
ton Office, your committee had the benefit of the counsel of 
members of the Board of Trustees, a number of the general 
membership, and the Director of the Washington office, Dr. 
Joseph Lawrence. The report indicates a marked increase in 
the work of this office, and we are informed that an additional 
employee is to be added to the office presently. 

Since the Washington office is now under the direction of 
the Board of Trustees instead of, as formerly, under the Coun- 
cil on Medical Service, in order to promote more effectively 
the activity of this office and implement its work, your refer- 
ence committee recommends that the Board of Trustees appoint 
a committee of not less than seven members from the Trustees 
and general membership. The committee’s function should be 
the facilitating of the activities on legislative matters and the 
dissemination and distribution of legislative information through- 
out the various states. Your committee furthermore recommends 
that the Board of Trustees give immediate consideration to 
proper financing of this committee, to permit adequate function- 
ing in this field. 

3. Report on Senate Bill 1453 as submitted by Board of 
Trustees and Resolutions on Opposition to S.1453 and H.R.5940: 
The committee considered that portion of the report of the 
Board of Trustees relating to its action on Senate Bill 1453 
and the resolution submitted by Dr. Homan of Texas regarding 
this bill. Since the purpose of the resolutions was identical 
with the substance of the Board’s report, your committee 
recommends the acceptance and endorsement of this section of 
the report of the Board of Trustees. 

4. Resolution on §.1411: This resolution reaffirms the action 
of the louse of Delegates at a previous session. After careful 
consideration and consultation with the Washington Office of 
the American Medical Association, your committee recommends 
that this bill in its present form be opposed. On page 6 of the 
printed bill, Section 6(a), (1) there are three provisions, A, B 
and C. A provides for periodic medical and dental examina- 
tion of school children; B provides that, where indicated, treat- 
ment shall be provided “whenever the parents of such children 
are unable to provide treatment,” and these sections are accept- 
able. Section C, which permits schools to provide treatment 
for all school children, is an unwise provision and makes it 
necessary to oppose S.1411. 

5. Report of the Coordinating Committee: Your reference 
committee commends to the members of the House and to all 
members of the American Medical Association the reading of 
the aggressive report of the Chairman of the Coordinating 
Committee. Its militant optimism and its call to all Doctors of 
Medicine to meet their obligations as citizens and leaders at 
the ballot box with a zeal equivalent to their professional ardor 
18 inspired. 

The financial report of the campaign expenditures deserves 
wide publicity. The American people should know how unfair 
and ill-advised were the cries of “slush” and “lobby” funds 
leveled at American medicine for its voluntary contribution to 
the educational efforts in support of one sector of the long 
line of free enterprise. Your committee urges an enthusiastic 
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endorsement of the activities of the national campaign forces 
and of the supervising Coordinating Committee. 


Rurus B. Rosrns 
Samuet J. McCLenpon 
Cyrus K. SHARP 
CLARK BAILEY 


Report of Reference Committee on Hygiene and 
Public Health 

Dr. Stanley H. Osborn, Chairman, presented the following 
report, which was adopted section by section and ‘as a whole, 
after an amendment to add a statement to the report was lost, 
on motions of Dr. Osborn, duly seconded and carried: 

1. Report of Committee on Blood Banks: Your committee, 
having duly considered the report of the Committee on Blood 
Banks presented by Dr. L. W. Larson, recommends the accept- 
ance of this report by the House of Delegates. The work of 
the committee is strongly endorsed and your reference com- 
mittee suggests the desirability of continuing the Committee on 
Blood Banks with continuity of membership. 

2. Resolution on Modification of Law Requiring Written 
Prescriptions for Narcotics: Your committee carefully con- 
sidered the resolution on Modification of Law Requiring Writ- 
ten Prescriptions for Narcotics and is of the opinion that the 
present law is adequate and does not need revision at this time. 

3. Resolution on Army Medical Library: The resolution 
concerning the Army Medical Library was discussed with those 
interested, and the resolution was amended to read as follows: 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation in convention assembled in Washington, D. C., reiterates its belief 
that a new building for the Army Medical Library is of paramount impor- 
tance to the best interests of American medicine and the health of our 
country, and calls on the appropriate agencies of our government to give 
immediate priority to this most important project; and 

Resolved, That the Board of Trustees be instructed to transmit copies 
of this resolution to the appropriate individuals and agencies of the federal 
government, and to further, by every possible means, the final accomplish- 
ment of the intent of this resolution. 

Your committee recommends the passage of the resolution 
as amended. 

4. Resolution on Chronic Diseases: Your committee dis- 
cussed with Dr. Robertson Ward and others the Resolution on 
Chronic Diseases. The committee feels that the purpose of 
American medicine is to make available to everyone the best 
of medical care when and where it is needed at a price the 
patient it able to pay. To achieve that end, there is required 
the coordinated functioning of the general practitioner, the 
specialist, the public health physician, the hospital administra- 
tor and the worker in many voluntary health agencies. To 
bring to the patient a constantly improving care and to insure 
the utilization of the best know-how in public health adminis- 
tration requires a recognition of the appropriate field and 
functions of each individual and agency concerned. 

An aging population is accentuating the importance of chronic 
disease and of attention to the degenerative processes. The 
medical profession and public health agencies are searching for 
means of preserving the health of the older population and of 
maintaining unimpaired the interests and rights of the prac- 
ticing physician. Programs for the control of chronic disease 
are currently being formulated. A liaison committee of the 
American Medical Association with federal and national agencies 
will be an important factor in fostering and developing a sound 
policy. The committee here authorized provides for this 
integration. 

It is imperative that emphasis be placed on all of the factors 
contributing to good health, and that each of the factors be 
utilized to the fullest extent. 

Your committee approves the resolution. 

It is further recommended that a copy of this resolution be 
forwarded to each constituent state medical association for 
consideration. 


Srtantey H. Osporn, Chairman 
Josern Dean 
A. Coventry 
Rosert E. ScCHLEUTER 
Frank M. WISELEY 


(To be continued) 


ANNUAL DUES 
The following letter has been sent to the secretaries of the 
constituent state and territorial medical associations by the 
Secretary of the American Medical Association. 


The House of Delegates of the American Medical Association 
at its meeting in Washington, D. C., Dec. 6 to 8, 1949, adopted 
amendments to the By-Laws of the American Medical Associa- 
tion whereby Division One, Chapter I1, Tenure of Membership, 
has been changed to read as follows: 

Chapter Il.—Tenure and Obligations of Membership; Dues 

Section 1—When the Secretary is officially informed that 
a member is not in good standing in his component society he 
shall remove the name of said member from the membership 
roll. A member shall hold his membership through the con- 
stituent association in the jurisdiction of which he practices. 
Should he remoye his practice to another jurisdiction, he shall 
apply for membership through the constituent association in 
the jurisdiction to which he has moved his practice. Unless 
he has transferred his membership within six months after 
such change of practice, the Secretary shall remove his name 
from the roster of members. 

Section 2.—Annual dues, not to exceed $25, may be prescribed 
for the ensuing calendar year in an amount recommended by 
the Board of Trustees and approved by the House of Dele- 
gates. Each active member shall pay said annual dues to 
his constituent association for transmittal to the Secretary of 
the American Medical Association. 

An active member who is delinquent in the payment of 
such dues for one year shall forfeit his active membership in 
the American Medical Association if he fails to pay the delin- 
quent dues within thirty days after notice of his delinquency 
has been mailed by the Secretary of the American Medical 
Association to his last known address. 

Any former member who has forfeited his membership 
because of being delinquent in payment of dues may be rein- 
stated on payment of his indebtedness. 


You will note that the following important changes have 


been made: 

(4) The word “Dues” has been added to the title of 
Chapter II. 

(B) Chapter II has been divided into two sections. 

(C) The first sentence of Chapter II, which read, “Member- 
ship in this Association shall continue as long as a physician 
is a member of a component society of the constituent associa- 
tion through which he holds membership,” has been deleted. 

(D) The words “of the American Medical Association” 
have been added after the word “Secretary” where clarification 
is necessary. 

(E) The sentence, “An active member shall pay dues or 
assessments as may be prescribed by the Constitution or By- 
Laws,” has been deleted. 

(F) The words “in the American Medical Association” 
have been added after the words “shall forfeit his active mem- 
bership” in the second paragraph of Section 2. 

(G) The sentence forming the third paragraph of Section 2, 
with regard to reinstatement, is a new addition to Chapter II. 

(H) A new paragraph, forming the first paragraph of 
Section 2, providing for annual dues not to exceed $25 has 

been added to Chapter II. 


The House of Delgates, on recommendation of the 
Board of Trustes, set the membership Dues for the 
year 1950 at $25. 

The full effect of the new provisions will have to be studied 
and developed during the next year. However, the following 
interpretations of the amended By-Laws are offered for your 
guidance at this time: 


ORGANIZATION SECTION 


(a) Active membership in the American Medical Associa- 
tion will continue to be: limited to those members of constit- 
uent associations who (1) hold the degree of Doctor of Medj- 
cine or Bachelor of Medicine, and (2) are entitled to exercise 
the rights of active membership in their constituent associa- 
‘tions as provided in Article 5 of the Constitution of the 
American Medical Association. 

(b) A member of the American Medical Association shall 

lose his membership in the Association when the Secretary 
_of the American Medical Association is officially informed 
that a member is not in good standing in his component 
society or is delinquent in the payment of the American Medi- 
cal Association dues established by the above change in the 
By-Laws. 

(c) Forfeiture of membership in the Americal Medical 
Association due to failure to pay dues will have no effect on 
membership in the component or constituent medical societies 
unless the component or constituent societies amend their 
respective constitutions and by-laws. It is, therefore, possible 
that a physician may be a member of his component and 
constituent societies and at the same time not be a member of 
the American Medical Association. 

(d) The amended By-Laws provide for the collection of the 
American Medical Association membership dues by the con- 
stituent associations for transmittal to the Secretary of the 
American Medical Association. The detailed method to be 
adopted by each constituent association will vary in each state. 
In general, the method utilized by each state for the collection 
of its own component and constituent association dues should 


be followed. 


Some of the problems involved in the collection and trans- 
mittal of dues will be considered in a later communication 
to you. 

It is planned to provide each member of the Ame =n 
Association a membership card and certificate of an 
when his dues are paid. 

It will be necessary for the Secretary of the American \ 
cal Association to notify those members who are delinquent m 
the payment of their dues, and this office will, therefore, require 
a complete list of all active dues-paying members. 

No changes have been made in the Constitution and By-Laws 
of the American Medical Association with respect to Fellow- 
ship. Eligibility for Fellowship and annual Fellowship dues of 
$12 remain the same. Under the present By-Laws a Fellow 
will pay for the year 1950 total membership and Fellowship 
dues of $37. 

The following members may be exempted from the payment 
of the $25 American Medical Association membership dues: 
retired members; members who are physically disabled ; interns, 
and those members for whom the payment of such dues would 
constitute a financial hardship. 

No member should be exempted from the payment of his 
American Medical Association dues who is not exempted from 
his component and constitutent society dues. 


Sincerely yours, 
Georce F. M.D., Secretary. 


Coming Medical Meetings 


Annual Congress on Medical Education and Licensure, Chicago, Palmer 
House, Feb. 5-7. Dr. Donald G. Anderson, 535 N. Dearborn. St 
Chicago, Secretary. 

National Conference on Rural Health, Kansas City, Mo. Feb. 34. 
Dr. F. S. Crockett, 535 N. Dearborn St., Chicago, Chairman. 


American Academy of Orthopedic Surgeons, New York, Waldorf-Astor@ 
Hotel, Feb. 11-16. Dr. Harold B. Boyd, 869 Madison Ave., Memphis 
Tenn., Secretary. , 

International Post-Graduate Medical Assembly of Southwest Texas, S# 
Antonio, Municipal Auditorium, Jan. 24-26. Dr. John J. Hinchey, 

Moore Bldg., San Antonio, Secretary. 
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Medical News 


(Physicians will confer a favor by sending for this department - 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ALABAMA 


Open First Hill-Burton Act Hospital.—The George iH. 
Lanier Memorial Hospital, in Langdale, the first in the nation 
to receive a federal grant under the Hill-Burton Hospital Aid 
Act, was dedicated with appropriate ceremony November 16. 
Built at a cost of $2,100,000, it will serve six towns of the 
valley and the adjacent areas in east Alabama and west Georgia. 
The principal speakers at the exercises were Dr. Leonard A. 
Scheele, Surgeon General of the U. S. Public Health Service, 
and U. S. Senator Lister Hill of Alabama, co-author of the 
Hill-Burton Bill. Others present for the occasion were Governor 
Jim Folsom of Alabama; Governor Herman Talmadge of 
Georgia; members of the Alabama and Georgia congressional 
delegations from Washington; Major Gen. Withers A. Burress, 


commandant at Fort Benning; representatives from the Alabama 
and Georgia public health departments, and from state and 
regional hospital planning boards; city and county officials from 
the neighboring areas; officers and directors of West Point 


George H. Lanier Memorial Hospital, Langdale 


Manufacturing Company and Lanett Bleachery and Dye Works, 
who contributed over $1,000,000 to the hospital fund, and a 
group of professional and business men, bankers and indus- 
trialists from Alabama and Georgia. All basic equipment has 
been installed to maintain a 200 bed hospital when the need 
arises. In addition to its commodious operating rooms, scien- 
tific laboratories, medical, obstetric, pediatric, physical therapy, 
emergency and clinical departments, the hospital is notable for 
its Richardson X-ray and Cancer Department and its Riley 
Memorial Surgical pavilion. Other special services include 
piped oxygen, piped suction and air pressure and resuscitating 
equipment. On top of the north wing of the building is a spa- 
cious sun deck for convalescent patients. As the name implies, 
it is a memorial to the late George H. Lanier, valley industrialist 
and philanthropist, under whose leadership the Chattahoochee 
Valley Hospital Society, a nonprofit organization, was incor- 
porated in 1942. World War II interrupted plans of the society, 
and it was six years later, April 18, 1948, before the ground- 
breaking ceremony was held and actual construction begun. 
Before the federal grant of $701,000 was authorized generous 
contributions to the building fund had been made over a period 
of years by local industries and businesses, textile employees 
and other valley citizens and friends. 


GEORGIA 


Dr. Graves Goes to Albany.— Dr. Robert W. Graves, 
Rome, has accepted an appointment as full professor of neu- 
tology at Albany Medical College and Hospital, Albany, N. Y., 
the latter a 700 bed institution. Dr. Graves, three years after 
graduation from Duke University School of Medicine, Durham, 
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N. C., 1933, returned as associate physician in charge of neu- 
rology and chief of the neurologic medical service at Duke 
Hospital. In 1947 he was promoted to professor, serving for 
one more year. He is a consultant to the Secretary of War 
Meningitis Commission and a surgeon of the U. S. Public 
Health Service Reserve. 

Cancer Seminar.— The University of Georgia School of 
Medicine, Augusta, in cooperation with Georgia Division of the 
American Cancer Society and the Cancer Control Division of 
the Georgia Public Health Department will present a cancer 
seminar January 16-19, for general practitioners and tumor 
specialists. Enrolment is limited. The registration fee of $25 
includes the cost of four luncheons. Applications should be 
made to the Director of Postgraduate Education, University of 
Georgia School of Medicine, University Place, Augusta. 


ILLINOIS 


Commission for Handicapped Children.—Governor 
Stevenson has appointed Dr. Edward L. Compere, Chicago, a 
member of the Illinois Commission for Handicapped Children. 
Dr. Compere is chairman of the department of orthopedic sur- 
gery of Wesley Memorial Hospital, consulting orthopedic 
surgeon for Chicago Memorial Hospital and for the Children’s 
Memorial Hospital and associate professor of surgery in the 
Northwestern University Medical School. The Commission for 
Handicapped Children acts as the statewide coordinating, stimu- 
lating and promotional agency in the care, education and training 
of children. Members serve without pay and sit as a general 
policy-determining body. Dr. Roland R. Cross of Springfield 
and a number of laymen also are members of the commission. 


Chicago 


Grants for Cardiac Research.—Grants have been made 
by the National Heart Institute to the Stritch School of Medi- 
cine of Loyola University for research on heart disease. Arthur 
G. Mulder, Ph.D., was granted $20,000 for investigations pertain- 
ing to both acute and chronic insufficiency of the heart. David 
S. Jones, Ph.D., associate professor of anatomy, received a grant 
of $5,000 to support investigations on the effect of drugs on the 
embryonic heart. Dr. Mulder did his early research work at 
the University of Minnesota, Minneapolis, and has held faculty 
positions at the Medical College of Alabama, Birmingham, and 
the University of Tennessee College of Medicine, Memphis, prior 
to his appointment as chairman of the department of physiology 
at Loyola. Dr. Jones did his early research work at St. Louis 
University and the University of Minnesota. He joined the staff 
of the anatomy department at Loyola in 1937. 


IOWA 


Society News.—At the meeting of the Linn County Medical 
Society January 12, Hotel Roosevelt in Cedar Rapids, Dr. 
William B. Bean, professor of medicine, State University of 
Iowa College of Medicine, Iowa City, will speak on “Potential 
Dangers in the Use of Modern Antibiotics.” 


DP Doctors to Serve in State Hospitals.—According to 
newspaper reports, the Iowa Board of Medical Examiners has 
decided to permit the employment of displaced persons in the 
state hospitals on an “individual basis.” Steps have been taken 
to bring two European psychiatrists into the state to fill jobs 
in mental institutions. They must be graduates of accredited 
European medical schools. They will work under the direct 
supervision of a doctor or the superintendent of the institution. 
At the end of their first year’s work the doctors will be expected 
to pass regular Iowa state medical examinations. 


INDIANA 


Lecture on Diagnosis of Jaundice.—The presence of out- 
standing guest speakers on seminar programs at the Indiana 
University School of Medicine, Bloomington-Indianapolis, will 
continue during the coming year, with Dr. Andrew C. Ivy, vice 
president of the University of Illinois, Chicago, speaking on 
“Therapeutic Differentiation in the Diagnosis of Jaundice,” 
January 13. 

Property Given Medical Society.—Mrs. Louis H. Levey, 
the widow of a printing firm executive, has given the Indianapo- 
lis Medical Society a large residence and tract of land at 2902 
North Meridian Street, Indianapolis, for use as headquarters. 
Mrs. Levey retains possession of the home until her death, but 
the tract, 112 by 600 feet, already has been conveyed to the 
society. The property is valued at $100,000. The society is 
expected to erect an auditorium on the site in the near future. 
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Personal.—Pitman-Moore Company, Division of Allied 
Laboratories, announces the appointments of Benedict E. Abreu 
Ph.D., as chief pharmacologist and Dr. Carl A. Bunde as 
director of research. Dr. Abreu, who obtained his Ph.D. from 
the University of California, has done research on drugs affect- 
ing the cardiovascular, gastrointestinal and nervous systems. 
He has served on the teaching and research staffs of the West 
Virginia University School of Medicine, Morgantown, Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, and 
the University of Georgia School of Medicine, Augusta. Dr. 
Bunde received his M.D. degree from the Southwestern Medical 
School, Dallas, Texas, 1948. He has done research in metabo- 
lism and cardiac physiology, at the same time teaching physi- 
ology and pharmacology at the University of Oklahoma School 
of Medicine, Oklahoma City, and at Baylor University College 
of Medicine, Houston. 


KENTUCKY 


Faculty Appointments and Promotions.—Recent appoint- 
ments to the University of Louisville School of Medicine faculty 
are Drs. Helen C. Winsor, Newington, Conn., associate in 
anesthesiology; Robert J. Seebold, instructor in medicine; 
Frank M. Gaines, part time associate in psychiatry. The 
following promotions were granted: Dr. John Lyford III to 
assistant professor of orthopedic surgery, Dr. Milton I. 
Schwalbe to assistant professor of urology, Maurice Nataro 
to associate in medicine, W. Reeve Hansen to instructor in 
medicine, Edmond H. Niesen Jr., to instructor in medicine and 
Melvin Shein to instructor in pathology. Changes from other 
departments include James T. Bradbury, Sc.D., to associate 
professor of physiology, Dr. Ronald R. Kaplan to lecturer in 
hospital administration and Dr. Harold M. Kramer to clinical 
instructor in medicine. 


LOUISIANA 


Dr. Johansen Honored.—Dr. Frederick A. Johansen, medi- 
cal director of the national leprosarium at Carville, celebrated 
his twenty-fifth anniversary at that institution Nov. 11, 1949. 
The patients and employees held a reception in his honor, a golf 
tournament and a dinner dance. The leprosarium is a Marine 
Hospital under the United States Public Health Service. Dr. 
Johansen, a native of Iowa, formerly practiced medicine in IIli- 
nois and Missouri. He came to Louisiana and the leprosarium 
in 1924 and in 1947 was selected to head that institution. He is 
a member of the advisory board of the Leonard Wood Memo- 
rial, the International Leprosy Association and other scientific 
organizations and is the author of numerous articles on leprosy. 


MICHIGAN 


Personal.— Dr. Harry E. August, associate professor of 
clinical psychiatry, Wayne University College of Medicine, 
Detroit, has been appointed to the State Mental Health Com- 
mission to succeed Dr. Raymond W. Waggoner, of Ann Arbor, 


for a term expiring in September 1954. Dr. August is president .- 


of the Michigan Society of Neurology and Psychology. 

Allergy Clinic Day.— An Orientation Course in Clinical 
Allergy, sponsored by the Wayne University College of Medi- 
cine, Detroit, and the Allergy Clinic of City of Detroit Receiving 
Hospital, will be given January 25 at the College of Medicine 
Auditorium, from 9 a. m. to 4 p. m. There will be no fee, but 
all interested in attending are requested to register by letter 
addressed to Dr. Jack Rom, Wayne University College of Medi- 
cine, Graduate School, Detroit 26. 


NEW YORK 


Conference on Problems of Nuclear Technology.—New 
York University in cooperation with the U. S. Atomic Energy 
Commission will hold a three day conference on Industrial and 
Safety Problems of Nuclear Technology beginning January 10 
at the General Electric Auditorium, 570 Lexington Avenue, 
New York. The purpose of the conference will be to encour- 
age a wider industrial, institutional and safe use of radioactive 
materials. The first day’s discussion wiil be concerned with 
problems created by the production of radioactive materials and 
hazards involved. The use of isotopes and the requirements for 
their safe handling will be considered on the following day. 
The final day will be devoted to questions of public health which 
might arise from the establishment of radiochemical laboratories 
and Atomic Energy Commission installations. Important ques- 
ay will also be discussed by leading investigators 
in eld. 
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New York City 


Another Rockefeller Gift to Medical Center.—A gift of 
securities with an approximate value of $500,000 from John D, 
Rockefeller Jr., the second gift of this size which he has made 
to the New York University-Bellevue Medical Center, has been 
announced. This, together with other gifts, has brought the total 
of funds received in the public appeal for the medical center to 
$21,616,999. The ultimate goal of the Medical Center Fund js 

2,744,000. 

Dr. Sulzberger Heads Department.—Dr. Marion B. Sulz- 
berger, since 1947 in charge of the dermatologic service, has 
been appointed professor and chairman of the department of 
dermatology and syphilology at the New York University Post- 
Graduate Medical School. Dr. Sulzberger received his M.D. 
degree from the University of Zurich, Switzerland, 1926, and 
served on dermatologic clinics in Zurich and Breslau, Germany. 
He has been associated with the New York Post-Graduate 
Medical Center and Hospital since 1929. 

Psychiatry for General Practitioners.—A course in psy- 
chiatry in general medicine will be given at the Mount Sinai 
Hospital, in affiliation with Columbia University, on Tuesdays 
from 9 a. m. to 12 noon, January 3-May 16. The course is 
designed for the general practitioner, with particular reference 
to the type of neuropsychiatric problems in general hospital 
and general medical practice. The course is limited to 15 
students. Application may be made to the Registrar for Medical 
Instruction, The Mount Sinai Hospital, Fifth Avenue and 10th 
Street, New York 29. 

Grants to Extend Physical Medicine Program.—Cifts 
totaling $550,000, one from Bernard M. Baruch and the other 
from the Louis J. and Mary E. Horowitz Foundation, Inc., 
both to be devoted to the advancement of the work of the 
Institute of Physical Medicine and Rehabilitation of the New 
York University-Bellevue Medical Center, were announced 
November 30. Mr. Baruch gave $450,000 to the Medical Center 
and the Horowitz Foundation made a gift of $100,000. The 
two gifts will be applied to the construction of that section of 
the Medical Center which will house the Institute of Physical 
Medicine and Rehabilitation in its new permanent home. An 
allocation of $250,000 from the Baruch Committee on Physical 
Medicine made possible the establishment of the department of 
physical medicine and rehabilitation of New York University 
College of Medicine, the first such major department in any 
medical school in the nation. In 1948 Mr. Baruch also con- 
tributed toward the refitting of the present temporary quarters 
of the Institute of Physical Medicine and Rehabilitation at 
325 East 38th Street in a building made available by the Milbank 
Memorial Fund. The institute's program has recently been 
strengthened, after the extended trip through Europe by Dr. 
Howard A. Rusk, professor and chairman of the department, 
in his capacity as consultant in rehabilitation to the World 
Health Organization of the United Nations. Physicians from 
Poland, Holland, Norway, Czechoslovakia, Israel and Austria 
are studying the long range program of research, teaching and 
medical care of the institute. These physicians will return to 
their own countries to establish similar programs. Physicians 
from India and China are also training at the institute which 
has a waiting list of patients from all parts of the United 
States. When the new quarters are completed the institute 
will double its capacity; it will be equipped to care for 100 
inpatients and 200 outpatients per day. 


OHIO 


Appointment in Pathology Department.—Dr. Jean Paul 
Wozencraft, New London, Conn., has been appointed associate 
professor of pathology at the University of Cincinnati College 
of Medicine. Dr. Wozencraft is a graduate of the university's 
College of Medicine, 1939. He was a fellow at the Mayo 
Foundation, Rochester, Minn., and held the same rank in the 
field of tumor pathology at Memorial Hospital, New York 
City. From 1941 to 1946 Dr. Wozencraft served as pathologist 
with the Army Air Forces. Since 1948 he has been pathologist 
at the Lawrence and Memorial Associated Hospital in New 
London. 

Sunday Afternoon Health Lectures. — The Academy of 
Medicine of Cleveland will present the following series of free 
Sunday afternoon health lectures at the Medical Library Audi- 
torium at 3 p. m. 


jesuacy 13 15, Alan R. Moritz, Tales That Dead Men Tell. 

ebruary 5, Hymer L. F Friedel, Atomic Energy in Medicine. 
February 26, John H. Dingle, Viruses Man’s Smallest Living Enemies. 
March 19, Richard G. Hodges, W t Makes Your Baby Grow? 


These lectures are made posi through the Health Education 


Foundation, established the Academy of Medicine in the 
interest of better -health fer the citizens of Cuyahoga County. 
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SOUTH DAKOTA 


“Fight for Life” Radio Series Instituted.— The series 
of 33 radio health shows sponsored by the State Department of 
Health and the University of South Dakota School of Medicine, 
Vermillion, in cooperation with eleven official, professional and 
voluntary health groups, began October 20 over Station KUSD, 
the university radio station. The programs will be heard every 
Thursday at 4: 30 p. m. until June 1. Entitled “Fight for Life,” 
they are 15 minutes in length and are presented to simulate a 


xing card. 
TEXAS 


Medical Assembly of Southwest Texas.— The annual 
meeting of the International Post-Graduate Medical Assembly 
of Southwest Texas will be held January 24-26 at the Municipal 
Auditorium, San Antonio. The formal program will be inter- 
rupted by the sectional luncheons each day. Physicians who 
will address the assembly by invitation are: Frank H. Lahey, 
Boston; Arthur M. Olsen, Rochester, Minn.; Clemente Robles, 
México, D. F.; Frederick C. Bost, San Francisco; Frank E. 
Whitacre, Memphis, Tenn.; Harry E. Bacon, Philadelphia; 
Joseph A. Johnston, .Detroit; Cyrus C. Sturgis and Arthur C. 
Curtis, Ann Arbor, Mich.; Col. Sam S. Seeley (MC) and 
Lloyd H. Mousel, Washington, D. C.; Arthur E. Childe, Win- 
nepeg, Canada; Granville A. Bennett, Oliver E. Van Alyea and 
Peter C. Kronfeld, Chicago. The registration fee is $20. 


GENERAL 


Awards in Pediatrics——Dr. Alfred H. Washburn, Den- 
ver, received the $1,000 Borden Award, administered by the 
American Academy of Pediatrics November 15, for his con- 
tributions on the growth of children. Dr. Nathan B. Talbot, 
Boston, received the Mean Johnson first prize award of $1,000 
for his work on the adrenal gland; the second award of $500 
went to Dr. Henry L. Barnett, New York, for research on the 
physiology of the kidney in infants. 


Research Fellowships in Poliomyelitis——The National - 


Foundation for Infantile Paralysis is offering graduate research 
fellowships for one to three years in virology, orthopedic sur- 
gery, pediatrics, epidemiology and neurology. These fellowships 
are available to properly qualified candidates whose objectives 
are research and teaching in these fields. Eligibility require- 
ments include United States citizenship, sound health, degree 
of Doctor of Medicine or Doctor of Philosophy, two’ years’ 
residency training in the specialty and a program of study and 
detailed plan of investigation. Financial benefits will be arranged 
according to individual needs. Candidates will be selected com- 
petitively by a committee of scientists and clinicians. Information 
may he obtained from Professional Education Division, The 
National Foundation for Infantile Paralysis, 120 Broadway, 
New York 5. 

Awards for Services to Crippled Children.—At the 
annual meeting of the National Society for Crippled Children 
and Adults in New York special awards were made to the 
Association of Junior Leagues of America, Alpha Gamma 
Delta, Alpha Chi Omega and Zeta Tau Alpha, national 
women’s fraternities, for their support and contributions to 
work with the handicapped, particularly the cerebral palsied, 
throughout the nation. At the President’s Banquet, citations 
for outstanding service to the handicapped were read for Mrs. 
Eleanor Roosevelt and Bernard M. Baruch, who were nomi- 
nated to receive the National Society’s Distinguished Service 
Medals. William H. Jaenicke, San Francisco, was elected 
president for the coming year; and Gerard M. Ungaro, Win- 
netka, Ill., president-elect. 

Laryngologic, Rhinologic and Otologic Meetings.— 
Section meetings of the Laryngological, Rhinological and Oto- 
logical Society are as follows: The Eastern section will meet 
at the Hotel Statler, New York, January 5. Subjects to be 
discussed include: Diagnosis and Treatment of the Diseases of 
the Salivary Glands, Surgical Treatment of Bilateral Paralysis 
of the Larynx and Management of the Pre-School Deaf Child. 
The Middle and Southern sections will hold a joint meeting 
January 16-17 at the Peabody Hotel, Memphis, Tenn. Sub- 
jects under discussion will include Intracranial Lesions Simu- 
lating Frontal Sinus Involvement, Inner Ear Deafness, Head 
and Neck Pains of Cervical Disk Origin, Vasomotor Rhinitis 
and Bilateral Vocal Paralysis of Traumatic Origin. The 
Western Section will meet on January 21-22 in the county medi- 
tal building in Los Angeles beginning at 2 p. m. Subjects of 
Papers include Hemorrhage in Otolaryngology, Management 
of Tinnitus and of Nasal Fractures, Blood Dyscrasias in Oto- 

ology and Surgical Removal of Congenital Neck Fistula. 
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Biology Federation to Present 1,600 Papers.—The Fed- 
eration of American Societies for Experimental Biology will 
hold its thirty-fourth annual meeting April 17-21, 1950, in 
Atlantic City, N. J., with headquarters at the Hotel Traymore. 
About 1,600 papers will be presented in the fields of these 
societies in the scientific sessions. In addition, there will be a 
joint session of all six societies and several symposiums. Attend- 
ance will be open to members of the constituent societies and 
their associates and to interested biologists in all countries. 
Biologists in the fields represented by the federation may sub- 
mit titles and abstracts of papers they wish to read to the secre- 
tary of an appropriate one of the societies not later than Jan. 
10, 1950. Nonmembers must be introduced by a member. 
Exhibits may be made by individuals, laboratories, institutions 
and industrial organizations. Information may be obtained from 
the Federation Secretary, 2101 Constitution Avenue, Washing- 
ton 25, D. C. 

Board of Anesthesiology Changes Regulations.—At the 
annual meeting of the American Board of Anesthesiology, on 
October 19, the following changes covering regulations for 
applications were made. The fee will be $125 as of January 
1, to be paid in two instalments, if preferred, $50 with the 
application and $75 on completion of requirements for the 
written examination. An additional fee of $15 will be required 
for an additional examination in any part, for candidates apply- 
ing after January 1. Applications must be filed with the sec- 
retary at least six months prior to the date of examination. 
Written examinations will be held only once a year hereafter, 
on the third Friday of each July. Oral examinations will be 
held in April and October each year. The next meetings and 
examinations of the board are: oral: April 23-27, Philadel- 
phia, Bellevue-Stratford Hotel; October 8-11, Chicago, Palmer 
House; written: July 21, 1950, various locations. 

At this meeting Dr. Charles F. McCuskey, Los Angeles, was 
elected president of the Board and Curtis B. Hickcox, Hartford, 
Conn., secretary. 

Record Enrolment of Nurses.—Schools of nursing 
throughout the United States in 1949 admitted the largest class 
in any peacetime year, a total of 43,612 first year students. 
Theresa Lynch, chairman, national Committee on Careers in 
Nursing, and director, department of nursing education at the 
University of Pennsylvania, Philadelphia, announced that this 
year’s admission to the 1,200 state-approved schools in the 
country represent an increase of about 1 per cent over 1948, 
which also set a record for a peacetime year when 43,373 
students were admitted. The survey also reveals that a greater 
number of students entered fall classes in 1949, approximately 
1,100 more than in 1948. The states which enrolled more than 
1,000 students each were California, Illinois, Indiana, Massachu- 
setts, Michigan, Minnesota, Mississippi, New Jersey, New York, 
North Carolina, Ohio, Pennsylvania and Texas. The survey 
was made by the National League of Nursing Education, one 
of six national nursing organizations sponsoring the Committee 
on Careers in Nursing, which is responsible for the national 
recruitment program of students. Also participating in the 
committee’s work ate representatives of the American Hospital 
Association, the American Medical Association, secondary 
school and vocational guidance fields. 


Marriages 


Joun Kutey, Charleston, S. C., to Miss Billie 
Etheleen Bryson of Madison, Wis., in Newberry, Mich., recently. 

BENJAMIN FRANKLIN Hunt ey III, Winston-Salem, N. C., 
to Miss Carolyn Coker in Hartsville, S. C., October 15. 

Joun Bartiett Horyoxe, Omaha, to Miss Edith Leonard 
Brenneman of Waverly, N. Y., September 25. 

Arte. Ecpert Jonnson, New York, to Miss Camille Searcy 
Maxwell in Tuscaloosa, Ala., in November. 

James Donacp Fisuer, Pittsburgh, to Miss Marguerite Pres- 
ton Bugbee of Longmeadow, Mass., recently. 

Rosert Henry Huser, Charles City, Iowa, to Miss Lenore 
Marie Nack of Galena, Ill., in September. 

Ricuarp M. McArter, Los Angeles, to Miss Barbara Jo 
Rapella of Hawthorne, Calif., October 22. 

Harotp Epwarp Wi Boston, to Miss Eileen Laura 
Northway in New York, November 20. 

Grorct Boyp Crarton, Fulton, Ky., to Miss Martha Adelaide 
West at Wesson, Miss., N: r 6. 

Crayton R. Sixes Jr. Atlanta, Ga. to Miss Jane Eha of 
Cincinnati, in October. 
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Deaths 


William Henry Watters ® Hyannis, Mass.; born in 
Mechanic Falls, Maine, June 23, 1876; Boston University 
School of Medicine, 1900; professor emeritus of preventive 
medicine at his alma mater, where he was professor of 
pathology from 1903 to 1925 and professor of preventive medi- 
cine from 1925 to 1935; associate in legal medicine at the 
Harvard Medical School; specialist certified by the American 
Board of Internal Medicine; fellow of the American College 
of Physicians; past president of the Massachusetts Medico- 
Legal Society ; member of the International Association of Medi- 
cal Museums and the Massachusetts Surgical and Gynecological 
Society; associate medical examiner for Suffolk County; 
founder and medical director of the Boston-Miami Clinic, 
Coconut Grove, Miami, Fla.; consulting physician at St. Fran- 
cis Hospital in Miami Beach, Fla., and the Cape Cod Hospital ; 
died October 11, aged 73, of coronary thrombosis. 

Almon Pliny Goff ® Hyannis, Mass.; born in Cameron 
Mills, N. Y., 1873; University of Buffalo School of Medicine, 
1897; member of the American Psychiatric Association; form- 
erly associated with the U. S. Public Health Service; served 
as health officer of Barnstable County; during the insurrection 
served with the Army of Occupation in the Philippines; for 
many years affiliated with the Lazaro Hospital in Manila, 
where he was a member of the board of health; served in 
Siberia with the expeditionary forces during World War I; 
was the first manager of the Veterans Administration Hospital 
in Lake City, Fla.; died in the Veterans Administration Hospi- 
tal, Muskogee, Okla.. November 8, aged 76, of myocardial 
infarction. 

Robert Eldon Repass, Miami, Fla.; born in Marion 
County, Ind., Sept. 14, 1882; Indiana Medical College, School 
of Medicine of Purdue University, Indianapolis, 1906; member 
of the American Medical Association and American Academy of 
Ophthalmology and Otolaryngology; specialist certified by the 
American Board of Otolaryngology; served during World 
War I; at one time vice president of the Florida Society of 
Ophthalmology and Otolaryngology; served on the staffs of 
St. Francis, Victoria and Jackson Memorial hospitals; died in 
the Veterans Administration Hospital, Coral Gables, October 27, 
aged 67, of adenocarcinoma of the left kidney with metastases. 

William Ruston Davidson ® Evansville, Ind.; born in 
Evansville, Jan. 14, 1875; Rush Medical College, Chicago, 
1899; member of the founders group of the American Board 
of Surgery; fellow of the American College of Surgeons; past 
president of the Indiana State Medical Association; for many 
years a member and at one time secretary of the state board 
of medical registration and examination; served overseas with 
the American Expeditionary Forces during World War I; 
formerly associated with the U. S. Public Health Service; 
affiliated with Deaconess, St. Mary’s and Welborn Memorial 
Baptist hospitals; died October 29, aged 74, of carcinoma. 

Clarence D’Azavado Daniels @ Meridian, N. Y.; born 
in Philadelphia Sept. 3, 1887; University of Pennsylvania 
Department of Medicine, Philadelphia, 1908; at one time prac- 
ticed in Philadelphia, where he was on the staffs of Philadel- 
phia General, Howard and St. Agnes hospitals; for many years 
on the faculty of his alma mater; school physician of Cato- 
Meridian Central School; health officer of Meridian and towns 
of Ira and Cato; served in France during World War I; on 
the courtesy staffs of Mercy and Auburn City hospitals in 
Auburn; died October 13, aged 62, of multiple myeloma. 

James Joseph Hepburn ® Boston; born in 1883; Harvard 
Medical School, Boston, 1909; member of the founders group 
of the American Board of Surgery; professor of surgery emer- 
itus at Tufts College Medical School; member ' of the New 
England Surgical Society and Boston Surgical Society; fellow 
of the American College of Surgeons; visiting surgeon at Mount 
Auburn Hospital, Cambridge, Mass., St. Margaret’s and Harley 
hospitals ; formerly surgeon in chief at the Boston City Hospital ; 
senior staff member of the Norwood (Mass.) Hospital, where 
he died October 26, aged 65, of carcinoma of the throat. 


Clarence Ellwood Apple, Philadelphia; Jefferson Medical 
College of Philadelphia, 1904; member of the American Medical 
Association ; affiliated with the Abington (Pa.) Memorial Hos- 
pital, where he died October 22, aged 66, of embolism. 


Amos Jefferson Ayers ® Atlanta, Ga.; Emory University 
School of Medicine, Atlanta, 1917; specialist certified by the 
American Board of Pathology ; member of the American Society 
of Clinical Pathologists; affliated with the Crawford W. Long 


@ Indicates Fellow of the American Medical Association. 


Hospital and the Georgia Baptist Hospital, where he died Sep- 
tember 18, aged 60, of uremia. 

Freeman R. Bannon, Kokomo, Ind.; Indiana University 
School of Medicine, Indianapolis, 1911; served during World 
War I; died in Rochester, Minn., September 28, aged 62. 

Paul Eberhart Barckhoff, Long Beach, Calif.; Bellevue 
Hospital Medical College, New York, 1888; died September 16, 
aged 88. 

Emery Alexander de Bardoly, New York; Magyar Kiralyj 
Pazmany Petrus Tudomanyegyetem Orvosi Fakultasa, Budapest, 
Hungary, 1928; served in the South Pacific during World 
War II; died November 11, aged 47. 

Jed O. Blackerby, Montgomery, Ohio; University of Louis- 
ville (Ky.) Medical Department, 1893; died October 9, aged 89, 
of uremia. 

Charles Clarence Campbell ® Ashtabula, Ohio; Starling 
Medical College, Columbus, 1906; on the advisory board of 
Ashtabula General Hospital, where he died October 12, aged 69, 
of coronary thrombosis. 

Arthur Wellesley Carson, Ishpeming, Mich.; Detroit Col- 
lege of Medicine, 1903; died September 15, aged 70. 

George Henry Cattermole, Boulder, Colo.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1891; member of the American Medical Association; served 
during World War I; died in Community Hospital in Novem- 
ber, aged 80. 

Creed Flanary Cherry, Los Angeles; University of | ouis- 
ville (Ky.) School of Medicine, 1924; member of the Amer- 
ican Medical Association; specialist certified by the American 
Board of Pediatrics; on the staffs of Childrens Hospital, Hos- 
pital of the Good Samaritan, Cedar of Lebanon Hospital and 
Methodist Hospital of Southern California; died September 18, 
aged 50, of coronary occlusion. 

Howard Roy Coll, Detroit; Detroit College of Medicine, 
1910; on the staff of the Alexander Blain Hospital; died Octo- 
ber 30, aged 61. 

Harold Vincent Cordry ® Kansas City, Mo.; Marion- 
Sims-Beaumont Medical College, St. Louis, 1903; formerly 
affiliated with the Missouri State Reformatory in Boonville; 
died October 23, aged 70, of carcinoma of the sigmoid colon 
with metastasis. 

A. Milton Cox, Los Angeles; Chicago College of Medicine 
and Surgery, 1912; died September 6, aged 69, of coronary 
occlusion. 

Francis J. D’Avignon, Lake Placid, N. Y.; McGill Uni- 
versity Faculty of Medicine, Montreal, Canada, 1909; member 
of the American Medical Association; died in Quebec Novem- 
ber 3, aged 64, of coronary occlusion. 

Joseph Angelo Devlin ® New York; University of Mary- 
land School of Medicine, Baltimore, 1906; fellow of the Amer- 
ican College of Surgeons; consulting surgeon and _ later 
honorary surgeon of the police department ; formerly associated 
with the U. S. Public Health Service Reserve; served as a 
major in the Sixty-Ninth Regiment of the New York National 
Guard; affiliated with the Municipal Sanatorium in Otisville, 
Misericordia Hospital and St. Clare’s Hospital; died Novem- 
ber 4, aged 65. 

Charles Joseph Dillon ® New York; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1902; 
formerly on the faculty of the New York Polyclinic Medical 
School and Hospital; retired chief police surgeon; served dur- 
ing World War I; affiliated with the New Rochelle (N. Y.) 
Hospital, Misericordia and Roosevelt hospitals; died in St. 
Elizabeth’s Hospital November 4, aged 69, of coronary throm- 
bosis. 

Samuel Budd English ® Glen Gardner, N. J.; Jefferson 
Medical College of Philadelphia, 1906; member of the Amefi- 
can Trudeau Society and the American College of Chest 
Physicians; superintendent and medical director of the New 
Jersey Tuberculosis Sanatorium; died in High Bridge Novem- 
ber 3, aged 72, of cerebral hemorrhage and hypertension. 

Curt Hermann Falkenheim, Rochester, N. Y.; Albertus- 
Universitat Medizinische Fakultat, K6énigsberg, Prussia, Get- 
many, 1920; member of the American Medical Association 
the American Academy of Pediatrics; specialist certified by the 
American Board of Pediatrics; affiliated with the Rochestef 
General Hospital, where he died November 7, aged 56. 


Milton Philip Fisher, Detroit; Detroit College of Medi- 
cine and Surgery, 1915; died recently, aged 59. 
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Fred Henry Fleming ® Coats, N. C.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1930; served as 
president of the Harnett County Medical Society; died Octo- 
ber 1, aged 49. 

Michael Edward Gardner, Alexandria, Va.; University of 
Maryland School of Medicine, Baltimore, 1898; died Novem- 
ber 25, aged 75. 

Edward Gillespie, Binghamton, N. Y.; Albany (N. Y.) 
Medical College, 1896; member of the American Medical Asso- 
ciation; for many years associated with the Binghamton State 
Hospital ; consulting psychiatrist at Binghamton City Hospital, 
where he died September 23, aged 77, of arteriosclerotic heart 
disease. 

William Murray Gordon, Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 1910; died Sep- 
tember 18, aged 61. 

John Aloysious Gormly, Providence, R. I.; Georgetown 
University School of Medicine, Washington, D. C., 1927; 
member of the American Medical Association; served during 
World War II; on the staff of St. Joseph’s Hospital; died 
August 18, aged 47. 

Harry Baldwin Gudgel @ Phoenix, Ariz.; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1904; served in France during World 
War |; died October 5, aged 71, of lymphosarcoma. 

Leon George Hagopian, South West Harbor, Maine; 
Tufts College Medical School, Boston, 1911; member of the 
American Medical Association and the Massachusetts Medical 
Society ; health officer; died October 11, aged 67. 

Charles J. Halm, Sand Springs, Okla.; American Medical 
Collece, St. Louis, 1877; died in Tulsa August 13, aged 92. 

Ira C. Harris, Braddock, Pa.; University of Louisville (Ky.) 
Medica! Department, 1904; formerly school physician and mem- 
ber of the school board; died October 26, aged 67, of coronary 
heart disease. 

Lorne Wilborne Harris, Saugus, Mass.; Jefferson Medical 
College of Philadelphia, 1908; College of Physicians and Sur- 
geons, Boston, 1905; member of the American Medical Asso- 
ciation; served during World War I; died in Fort Myers, Fla., 
recently, aged 71. 

Henry Godfrey Holler @ Newark, N. J.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1900; died 
November 3, aged 74. 

Henry William Holling, New York; College of Physicians 
and Surgeons, medical department of Columbia College, New 
York, 1895; died October 3, aged 75. 

Albert Gregory Hull, Sarcoxie, Mo.; State University of 
lowa College of Medicine, lowa City, 1890; died in Joplin in 
October, aged 81. 

Leo Janco, Oklahoma City; University of Oklahoma School 

of Medicine, Oklahoma City, 1918; died in October, aged 64, of 
carcinoma of the lung. 
_Harry Asbury Jefferson, Flint, Mich.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1905; served during World War I; 
died in Allen Park Hospital, October 24, aged 69, of cerebral 
arteriosclerosis with thrombosis and left hemiplegia. 

Samuel Katims, Brooklyn; Long Island College Hospital, 
Brooklyn, 1906; died in October, aged 69. 

John F. Kerr, Fort Lauderdale, Fla.; Medical College of 
Indiana, Indianapolis, 1902; died August 31, aged 78. 

Donald William Killinger ® Joliet, Ill.; University of 
Illinois College of Medicine, Chicago, 1927; president of the 
Will-Grundy Counties Medical Society; on the staff of St. 
Joseph's Hospital; member and secretary of the staff of Silver 
Cross Hospital, where he died October 18, aged 48, of cerebral 
hemorrhage. 

Grover Cleveland Kirby, Darling, Miss.; Tulane Uni- 
versity of Louisiana School of Medicine, New Orleans, 1913; 
served during World War I; died in Little Rock, Ark., Octo- 
ber 31, aged 66. 

_James Bolton Knipe ® Armstrong, Iowa; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine of the 
Unitersity of Illinois, 1904; member of the county school board; 
affiliated with the Holy Family Hospital, Estherville; died in 
Estherville October 20, aged 68, of injuries received in an 
automobile accident. 

Frank Leslie Knox, Claysville, Pa.; Eclectic Medical Insti- 
tute, Cincinnati, 1898; for many years secretary of the school 
board; affiliated with the Washington (Pa.) Hospital; died 
October 23, aged 79, of coronary occlusion. 


DEATHS - 1255 


Charles Fredrich William Kohlenberger ® Fullerton, 
Calif.; Northwestern University Medical School, Chicago, 1927 ; 
served during World War I and II; died in the Veterans 
Administration Hospital, Los Angeles, August 14, aged 51, 
of brain tumor. 

Jack William Kolson, Baltimore; University of Arkansas 
School of Medicine, Little Rock, 1944; resident in pathology 
at the Sinai Hospital, where he died recently, aged 31, of 
ag and laryngeal obstruction, pulmonary edema and ton- 
sillitis. 

Katherine Sutter Krenning @ Auberry, Calif.; Barnes 
Medical College, St. Louis, 1906; member of the Iowa State 
Medical Society; died in October aged 76. 

Edward Cyrille Laporte, Ansterdam, N. Y.; Syracuse 
University College of Medicine, 1902; member of the American 
Medical Association; past president of the Amsterdam City 
Medical Society; member of the board of directors of the 
Farmers National Bank; past president of the Syracuse Uni- 
versity Alumni Association; on the staff of Amsterdam City 
Hospital and St. Mary’s Hospital, where he died September 4, 
aged 73. 

Floyd Heaton Lashmet ®@ Petoskey, Mich.; University of 
Michigan Medical School, Ann Arbor, 1927; formerly assistant 
professor of internal medicine at his alma mater; specialist 
certified by the American Board of Internal Medicine; fellow 
of the American College of Physicians; member of the Amer- 
ican Society for Clinical Investigation and the American Tru- 
deau Society; affiliated with Lockwood General Hospital, where 
the Lashmet Memorial Laboratory will be established in his 
memory; died October 24, aged 51, of coronary thrombosis. 

Ben S. Leonard, West Liberty, Ohio; Medical College of 
Ohio, Cincinnati, 1880; director of the Ohio National Life 
Insurance Company in Cincinnati; formerly postmaster; died 
November 4, aged 93. 

Harry Martin Limbach, Louisville, Ky.; University of 
Louisville School of Medicine, 1912; died October 5, aged 69. 

Edmund D. Loring ® North Hollywood, Calif.; Bennett 
Medical College, Chicago, 1910; member of the Illinois State 
Medical Association; formerly practiced in Chicago, where he 
was on the staff of the Illinois Masonic Hospital; died Octo- 
ber 20, aged 60. 

Eugene Joseph Love, Petersburg, Ky.; Eclectic Medical 
College, Cincinnati, 1929; died August 7, aged 45, of coronary 
occlusion. 

George W. Lueck ® La Crosse, Wis.; Rush Medical 
College, Chicago, 1890; an Associate Fellow of the American 
Medical Association; affiliated with the La Crosse Lutheran 
Hospital; died October 31, aged 82, of cerebral hemorrhage. 

John Rufus McCracken ® Waynesville, N. C.; North 
Carolina Medical College, Davidson, 1902; past president of the 
Tenth District Medical Society and the North Carolina Public 
Health Association; for many years secretary of the Haywood 
County Medical Society; formerly county health officer; fellow 
of the American College of Surgeons; member and past presi- 
dent of the staff of Haywood County Hospital; died in Norburn 
Hospital, Asheville, October 3, aged 74, of carcinoma of the 
pancreas. 

Russell Addison Millar ® Williston Park, N. Y.; Long 
Island College of Medicine, Brooklyn, 1930; served in the 
Pacific area with the U. S. Navy during World War II; affili- 
ated with the Nassau Hospital in Mineola and North Countr 
Community Hospital in Glen Cove; died October 30, aged 45. 

Harvey Adams Moore, Indianapolis; Medical College of 
Indiana, Indianapolis, 1898; died in Springfield, Ohio, Novem- 
ber 6, aged 72, of heart block and diabetes mellitus. 

Harry Martin Morse, Peterborough, N. H.; Boston Uni- 
versity School of Medicine, 1896; member of the American 
Medical Association; affiliated with Monadnock Community 
Hospital; formerly on the staff of the Springfield (Vt.) Hos- 
pital and of the Memorial and St. Joseph’s hospitals in Nashua; 
died October 27, aged 77, of carinoma of the pancreas. 

Bertha Edna Moshier @ Battle Creek, Mich.; American 
Medical Missionary College, Battle Creek, and Chicago, 1904; 
for many years associated with the Battle Creek Sanitarium, 
where she died in September, aged 74. 

Herbert Cameron Ostrom, Seattle; Cooper Medical Col- 
lege, San Francisco, 1898; member of the American Medical 
Association; served overseas during World War I; died Sep- 
tember 14, aged 75, of pulmonary emphysema. 

Emil George Page, Newton, Mass.; Middlesex University 
School of Medicine, Waltham, 1940; served in the Pacific during 
World War II; school physician; died October 26, aged 32. 
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Norton I. Pennock, Poughkeepsie, N. Y.; Queen’s Univer- 
sity Faculty of Medicine, Kingston, Ontario, Canada, 1904; 
member of the American Medical Association; on the staff of 
the Hudson River State Hospital; served as director of the 
Farmers and Manufacturers’ National Bank; died November 
3, aged 67. 

Clarence Apgar Plume ® Succasunna, N. J.; Long Island 
College Hospital, Brooklyn, 1906; member of the Radiological 
Society of North America; past president of the Morris County 
Medical Society; treasurer of the state radiologic society; for 
many years associated with the Dover (N. J.) General Hos- 
pital ; industrial medical officer at the Hercules Powder Com- 
pany in Kenvil; died in the Delaware Hospital, Wilmington, 
October 9, aged 67, of coronary occlusion. 

Rufus Elmer Priest, Oxford, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1912; member of the American 
Medical Association; director of the Lafayette County health 
unit; served as director of the health unit in Yalobusha and 
Penola counties; died October 29, aged 62. 

Ralph Bernard: Quinn, Darlington, Wis.; Marquette Uni- 
versity School of Medicine, Milwaukee, 1914; member of the 
American Medical Association; served during World War I; 
member of the selective service board during World War II; 
for many years a member of the school board; formerly 
mayor; died in St. Joseph’s Hospital, Milwaukee, October 17, 
aged 57, of cerebral hemorrhage. 

John Eugene Ramsey, Denver (licensed in Colorado in 
1919 and ‘Texas in 1919); died October 23, aged 67, of acute 
pulmonary edema. 

Francis A. S. Rebo, Alexandria, Mo.; College of Physi- 
cians and Surgeons, Keokuk, Iowa, 1895; died August 26, 
aged 76, of hypostatic pneumonia. 

David Carson Roberts, Berryville, Ark.; College of Physi- 
so and Surgeons, Little Rock, 1911; died October 2, aged 

Rudolph Walter Roethke ® Milwaukee; University of 
Pennsylvania School of Medicine, Philadelphia, 1910; fellow of 
the International College of Surgeons; past president of the 
Milwaukee Society of Clinical Surgery; formerly professor of 
obstetrics at the Marquette University School of Medicine; 
affiliated with Columbia, Mount Sinai and St. Luke’s hospitals 
and St. Mary’s Hospital, where he died August 24, aged 64, 
of gastric hemorrhage and peptic ulcer. 

Jordan Waldemar Rose, Chicago; Chicago Medical School, 
1938; member of the American Medical Association; formerly 
resident physician at the Elyria (Ohio) Memorial Hospital ; 
died in the Albert Merritt Billings Hospital November 10, 
aged 39, of right heart failure secondary to pulmonary sar- 
coidosis and bronchopneumonia. 

William Steenbergen Rude, Ridgetop, Tenn.; Vanderbilt 
University School of Medicine, Nashville, 1913; served as 
mayor ; member of the American Medical Association; past vice 


president of the Tennessee State Medical Association; for many * 


years resident physician at Watauga Sanitarium; died in Nash- 
ville October 15, aged 61, of tuberculosis. 

John August Salb, Indianapolis; Indiana Medical College, 
School of Medicine of Purdue University, Indianapolis, 1907 ; 
member of the American Medical Association; served during 
World War I and in the regular Navy; at various times county 
deputy coroner and city police surgeon; affiliated with St. 
Francis Hospital and St. Vincent’s Hospital, where he died 
August 18, aged 64, of arteriosclerotic heart disease. 

Francis T. Schaller, St. Louis; St. Louis College of Phy- 
sicians and Surgeons, 1909; died in the Joseph Heitkamp 
Memorial Hospital September 9, aged 67, of heart disease. 

Clarence Michael Schuldt @ Platteville, Wis.; North- 
western University Medical School, Chicago, 1914; served 
during World War I; member of the American Association of 
Railway Surgeons; for many years city health officer; died in 
Wisconsin General Hospital, Madison, November 2, aged 60, 
of peritonitis. 

John Bachman Setzler @ Spartanburg, S. C.; University 
of Virginia Department of Medicine, Charlottesville, 1910; 
director of the Spartanburg County Health Department; for- 
merly health officer of Richland County; past president of the 
South Carolina Public Health Association; formerly medical 
director for the Caroline Life Insurance Company in Columbia ; 
served during World War I; died November 9, aged 69, of 
coronary thrombosis. 


Philip F. Shapiro, Chicago; Rush Medical College, Chi- 
cago, 1928; member of the American Medical Association; 
certified by the National Board of Medical Examiners; fellow 
of the American College of Surgeons; specialist certified by 
the American Board of Surgery; formerly on the faculty of 
the Cook County Post Graduate School and Northwestern 
University Medical School; affiliated with Michael Reese and 
— ed hospitals; died in Winnetka, Ill., November 13, 
ag . 

Frank Marion Sprague ® Boise, Idaho; Jefferson Medical 
College of Philadelphia, 1907; specialist certified by the Amer- 
ican Board of Pediatrics; member of the American Academy of 
Pediatrics; served during World War I; on the staff of St. 
Luke's Hospital; died November 8, aged 74. 

John Reis Stark, Sharonville, Ohio; Ohio Miami Medical 
College of the University of Cincinnati, 1916; formerly on the 
faculty of his alma mater; at one time practiced in Cincinnati, 
where he was on the staffs of the Jewish, Cincinnati General 
and Holmes hospitals; died in Cincinnati October 16, aged 56, 
of coronary disease. 

Thomas Little Sullivan, Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1908; member of the Amer- 
ican Medical Association; formerly superintendent of City 
Hospital; served during World War I; died in Methodist 
Hospital September 6, aged 63, of cerebral hemorrhage. 

Andrew Taylor, Hartford, Conn.; Rush Medical College; 
Chicago, 1929; member of the American Medical Association; 
certified by the National Board of Medical Examiners; served 
in the U. S. Navy during World War II; a staff member of 
Hartford Hospital; died in West Hartford October 23, aged 47. 

George G. Thornton, Lebanon, Ky.; University of Louis- 
ville (Ky.) Medical Department, 1887 ; died October 14, aged 86. 

Frank Miller Trimmer, Des Moines, Iowa; Northwestern 
—— Medical School, Chicago, 1909; died October 20, 
ag 2. 

Walter Van De Erve ® Milwaukee; Grand Rapids Medical 
College, 1901; College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 1907; served 
during World War I; died October 23, aged 74, of cerebral 
hemorrhage. 

Horace Van de Voort, Montgomery, Ala.; University of 
Alabama School of Medicine, 1910; served during World War I; 
died October 29, aged 64, of coronary thrombosis. 

Duke William Vincent ® Vici, Okla.; University of Okla- 
homa School of Medicine, Oklahoma City, 1917; served overseas 
during World War I; died September 23, aged 55, of coronary 
thrombosis. 

Charles Carroll Walker, Lamberton, Minn.; Northwestern 
University Medical School, Chicago, 1896; served during World 
War I; died in Redwood Falls August 13, aged 79. 

Franklin Reuben Walters @ Battle Creek, Mich.; Uni- 
versity of Wooster Medical Department, Cleveland, 1905; 
fellow of the American College of Surgeons; affiliated with 
Leila Y. Post Montgomery and Community hospitals; died 
October 22, aged 68. 

Walter R. Washburn, Cleburne, Texas; St. Louis College 
of Physicians and Surgeons, 1898; veteran of the Spanish- 
American War; died in the Veterans Administration Hospital, 
Memphis, Tenn., October 14, aged 78, of arteriosclerosis and 
carcinoma, 

Charles H. Weinsberg ® St. Louis; St. Louis College of 
Physicians and Surgeons, 1889; an Associate Fellow of the 
American Medical Association; died October 22, aged 83, of 
heart disease. 

Harry Little Welch, New Haven, Conn.; Yale University 
School of Medicine, New Haven, 1897; member of the Ameri- 
can Medical Association; died in the Hospital of St. Raphael 
November 6, aged 76. 

Thomas P. West ® Bedford, Va.; Medical College of Vir- 
ginia, Richmond, 1897; chairman of the county board of health 
and member of the school board; director of the People’s Na- 
tional Bank; died November 6, aged 75, of pneumonia. 

Howard Eliphalet Wharff @ Edwardsville, Ill.; St. Louis 
University School of Medicine, 1906; served during World 
War I; died September 14, aged 71, of heart disease. 

Alfred Jacob Zobel, San Francisco; Cooper Medical Col- 
lege, San Francisco, 1898; specialist certified by the Americat 
Board of Surgery; member and past president of the America® 
Proctologic Society; fellow of the American College of Sur 
geons; served on the staffs of the San Francisco Polyclinic, 
Veterans Administration Hospital and Mount Zion Hospital; 
died October 17, aged 75, of hypertension and arteriosclerosis 
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Foreign Letters 
LONDON 
(From Our Regular Correspondent) 
Nov. 30, 1949. 


Minister of Health’s First Press Conference 


At the Minister of Health’s first press conference, October 6, 
Mr. Aneurin Bevan presented a review of the first year’s work- 
ing of the National Health Service to over 200 members of the 
international press. Such interest was shown in this unique 
occasion that some overseas correspondents had to be excluded 
owing to lack of accommodation. 

The Minister began by recalling the controversy ranging 
from outright enthusiasm to destructive criticism under which 
the service was launched. He offered certain provisional judg- 
ments, although one year is a short time in which to judge such 
an experiment. Pessimists had maintained that the service 
would give rise to abuses, but, he said, it was a prerequisite 
of behavior that people should first be given the opportunity of 
behaving, and from a proper study of such behavior any neces- 
sary corrections should be made. He admitted there had been 
certain abuses, but claimed that, on the whole, the transition 
from the old system to the new had been accomplished with 
smoothness, and he paid tribute to those concerned. 


COST OF NATIONAL HEALTH SERVICE 


The Minister dealt first with the cost of the National Health 
Service and regarded it as a gigantic change-over from the 
private pocket to the public purse. The expenditure was not an 
addition to the total expenditure on health but a transfer from 
the individual citizen to the nation. He claimed, therefore, that 
the huge cost was not an additional burden. The individual had 
been relieved of the necessity of making payments when sick; 
now the cost was borne by the community as a whole—in other 
words, redistributed. No one could be sure how much was 
spent on health before. He estimated it at probably more than 
a billion dollars. (It is difficult to translate the pound into dollars 
accurately. For the sake of simplicity we reckon $4 to the 
pound, which has been the average rate over the last twenty 
years or so. It should be remembered ‘that the population of 
these islands is about 48,000,000, i. e., about one third of that of 
the United States.) 


The service was originally estimated to cost $600,000,000 per 
annum. In the first year it has actually cost $1,200,000,000. He 
pointed out that it would be greater but for the voluntary work 
of the 12,000 persons who administer it through the various 
statutory bodies. Thanks to them the administrative expenses 
were only 2.5 to 3 per cent of the total. 


ABUSES OF HEALTH SERVICE 


He then dealt with the question of abuses and claimed that, 
although abuses of the service had certainly taken place, the 
prominence given to reports of these had given a false impres- 
sion of their prevalence. He said, “It is obvious that a service 
of this sort, which provides free medical attention and drugs, is 
open to abuse both by those giving the service and those receiv- 
ing it. But no abuse can arise unless it is connived at by two 
Persons—a member of the profession on one side and the patient 
on the other. When charges of abuse are made, it must be 
Tecognized that they are made, not against the administration, 
but against some professional person who may have succumbed 
to the importunities of patients. There is evidence that abuse 
has taken place, but one does not read about the thousands of 
devoted professional men and women who go about their work 
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in a proper fashion or the millions of persons who receive proper 
attention.” 

He pointed out that one reason why abuses took place was 
because many persons thought that they were paying the whole 
of their weekly contribution (i. ¢., approximately $1) for the 
health service. In point of fact the health service obtains only 
about $150,000,000 per annum from these contributions, the 
remainder coming from general taxes. The patient, therefore, 
might abuse the service from the common desire to “get his 
money’s worth” for his weekly contribution. He appealed for 
prudent and intelligent use of the service not only to the public 
but to the professions. Disciplinary machinery had operated to 
deal with abuses. Out of 18,585 doctors there had only been 
130 cases. Out of 9,401 dentists there had been 224 cases. These 
figures apply to England and Wales only. He admitted that 
he had no figures to show how much time the doctors spent on 
paper work, nor did he know how much time the doctor required 
to send out his accounts before the service. 


HOSPITAL SIDE OF THE SERVICE 
The following statistics were given: 


Hospitals taken over 2,688 
From municipal authorities 1,545 
From voluntary hospitals 996 
From teaching hospitals 147 
Number of beds 501,738 
In teaching hospitals 26,552 
In other hospitals 475,186 
Nursing and midwifery staff engaged . 
in hospital service 149,783 


Mr. Bevan stated that about 10 per cent of hospital beds were 
rendered useless by lack of nurses, although during the year 
13,000 nurses had been recruited. He claimed that conditions 
of service and salaries had been improved, but some 50,000 more 
nurses were wanted. Specialists had visited 91,000 patients in 
their own homes, and 2,761 operations had been performed there. 
Through the hospitals 8,359 artificial limbs, 21,345 surgical boots 
and 7,226 artificial eyes have been provided; 5,071 wigs had 
been provided, but not on a beauty parlor basis. They were 
provided only on the prescription of a specialist, in cases of 
baldness due to accident, disease or congenital causes and when 
the specialist declared a wig to be necessary. 


He said that it was a cardinal principle of the service that 
medical care, attention and appliances were provided where 
they were considered by the doctor to be needed. 


“If he is not free to prescribe what is necessary, his liberty 
of action must be limited, in which case it would have to be 
said that he was free to prescribe so much, but not free to 
prescribe so much else. This would be almost impossible to 
administer. We must rest on the principle that the doctor is 
free to prescribe what he considers to be necessary for the 
care and welfare of his patient.” 


DENTAL, OPTICAL AND PHARMACEUTIC SERVICES 


Some 8,500,000 persons had been given dental treatment, but 
there was considerable “back-log” to make up. When the scale 
of payments was found too high, fees were cut by 20 per cent. 
Although some dentists resisted, this was not continued. It 
was here that most of the discipline had had to be exercised. 
The rush for spectacles was unanticipated. Fourteen thousand 
druggists were in the scheme and had dispensed in the first 
year 187,000,000 prescriptions. Hearing aids were now being 
produced at the rate of 2,000 a week, and about 29,000 had been 
issued. Not only was it necessary to produce the aid but the 
patient must be taught how to use it. He hoped to have pro- 
vided 150,000 aids by the end of another year. 
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THE FAMILY DOCTOR SIDE OF THE SERVICE 


The Minister of Health stated that the number of family 
doctors in the service was between 18,000 and 19,000. He 
claimed that “direction” of doctors had not taken place, nor 
was it intended. He said there were 57 doctors receiving 
special inducement payments to insure their practicing in 
unpopular areas. As payment for traveling expenses for country 
family doctors had been found to be too low, $2,800,000 had 
been added to the mileage fund. Three hundred and seventy- 
four doctors have been approved for extra grants for training 
assistants, and 250 doctors were granted money for postgraduate 
courses. 

Mr. Bevan pleaded for economy in prescribing. He said that 
the average cost per prescription was about 70 cents. Over- 
prescribing was commonest with respect not to expensive drugs 
but to everyday things like acetylsalicylic acid and cotton wool. 
He asked family doctors to be prudent and the patients not to 
be importunate. He said that sometimes family doctors “pre- 
scribed certain drugs which are far more expensive than other 
drugs which are as suitable.” 

He did not think the pay of the family doctor disproportionally 
low when compared with the pay of a dentist or optician. He 
thought that the Spens’ Committee’s recommendations for 
remuneration of family doctors had been carried out. Dis- 
cussions on this point were still proceeding with the British 
Medical Association. “So far there is conclusive evidence that 
we have more than honored the Spens recommendations.” When 
asked about a further health tax, he said that he thought the 
Chancellor of the Exchequer might try to find some additional 
revenue in view of the costs of the service. If by tax was 
meant payment by the patient at the moment when he needs 
treatment, the Ministry was definitely against it. He was 
asked, “Does that mean increasing the health contribution part 
of national insurance?” He replied, “The possibilities of taxa- 


tion are infinite.” 


OVERSEAS VISITORS AND THE SERVICE 


The Minister said that much had been made of the fact that 
persons could come from abroad and make use of a service 
provided and paid for by the British. He stated that the immi- 
gration officers had been instructed that persons could not come 
from abroad merely in order to make use of the health service 
but pointed out that any attempt to differentiate between an 
alien, a British citizen and a person entitled by six months’ 
residence to use the service would be administratively expensive. 

He believed that reciprocal arrangements would be made 
between Great Britain and other countries, and as reciprocity 
developed any sense of injustice would diminish. He stated 
that American and Canadian visitors formed the highest pro- 
portion of those claiming temporary medical attention at one 
port where an analysis was made. He said that the countries 
participating in the Brussels pact were being approached on 
the question of reciprocal arrangements. He thought that 
medical care should be part of the normal hospitality of any 
host country. If a visitor to this country had an accident he 
would be given medical attention, however prolonged. 

Mr. Bevan concluded by saying that the National Health 
Service began in an atmosphere of friction, controversy, doubt 
and great hope. The first year had shown a vast amount of 
good work silently done and much relief afforded, but there was 
still friction at some points and shortages at others. 

“It is obvious that in some parts of the country the general 
practitioners are overworked. It will take some years for the 
scheme to ‘bed itself in.’ 


More facilities will be needed before 
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criticism dies down. One of the chief sources of our troubles 
here in Britain, as in many other parts of the world, is the 
increasing demand made on hospital facilities by the aged sick. 
That is one of the great problems of modern civilization. 

“I would have you realize that most of the shortcoraings 
which have been revealed by the service are not the result of 
the intrinsic difficulties of the service, but of the overwhelming 
volume of need that the service has disclosed. This will happen 
in other nations when tirey start the same kind of service. There 
has been in the past a vast amount of silent suffering, of pre- 
ventable pain. What the National Health Service has done 
has been to make it articulate and thus to make it readier of 
redress. In that respect, I believe, we have made a great start.” 


COMMENT 


It will be obvious that the Minister made a mistake of great 
magnitude in that the original estimate of the cost was 50 per 
cent of actual cost. How many other similar gross mistakes 
can he make? Recent discussions between the British Medical 
Association and the Ministry of Health have shown that the 
evidence that the family doctors remuneration is as much as 
was promised is by no means conclusive. With regard to the 
relative monies paid to the family doctors, dentists and opticians, 
there is ample evidence, at least in Scotland, that the average 
net remuneration of the family doctor is much less than that 
of the dentist. Mr. Bevan observed that dentists worked all 
kinds of hours. Has he the idea that the family doctor can fit 
his work into a neat timetable? If so, this is another mistake 
of no small magnitude. 

Recently in his budget speech the Chancellor of the Exc!equer 
(Sir Stafford Cripps) said that a health tax might be necessary. 
When Mr. Bevan, with respect to his statements on over- 
prescribing, was asked whether it might not be good for the 
patient to have to make a nominal payment, he replied that 
a nominal payment would not be a deterrent. If it were large 
enough to be a deterrent it might prevent one from seeking help 
when needed. His arguments do not seem to hang together and 
do not allow for the fact that a small payment would make the 
patient use the service with a greater sense of responsibility. 

There seems little doubt that in the not too distant future 
someone will have to introduce a scheme of payment which will 
be a greater deterrent than mere exhortation to the public to be 
careful about spending money provided almost entirely out of 
the taxpayer’s pocket. It will be clear that freedom to prescribe 
will be definitely limited. It will also be obvious that, although 
the Minister had previously promised that anybody might have 
all or any part of the service, he has gone back on his word, as 
he still does not allow private patients to be provided with free 
drugs, claiming that a prescription is part of the service of 
the family doctor and that the two cannot be separated. 

The British Medical Journal pointed out, “When he went on 
to say that the individual citizen in Britain does not pay 4 
weekly contribution to the National Health Service, and if he 
did not enter it was not prevented from receiving something 
for which he was paying, he was wrong in his facts. Some 
thing like nine tenths of the cost of the service is borne by the 
taxpayer, and if he is prevented from accepting part of the 
benefit of the service then he is prevented from receiving some 

thing for which he has paid. 

“He omitted to say that general practitioners as 4 
whole are working with a strong sense of justifiable grievamet 
about their terms and conditions of work. Until these grievanets 
are removed no Minister of Health will be able to say that the 

National Health Service is or has been a success.” 
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ISRAEL 
(From Our Regular Correspondent) 
Jerusatem, Nov. 27, 1940. 


Smallpox in Jerusalem 


At a meeting of the Israel Medical Association in Jerusalem, 
Dr. E. N. Ehrenfeld described an outbreak of smallpox in the 
New City of Jerusalem which occurred in June 1949. The 
disease started at a foreign legation where military personnel 
attached to the United Nations observer staff were stationed. 

In the first case, that of a recently vaccinated soldier, the dis- 
ease was diagnosed as chickenpox, but the attending nurse, who 
had not been vaccinated since childhood, contracted the disease 
and died on the seventh day of her illness. The clinical picture 
showed severe toxemia with signs of fulminating hemorrhagic 
diathesis without well defined skin lesions. On her face a 
lobster erythema could be seen. Widespread hemorrhagic 
lesions were found on her chest and extremities. Durirfg the 
last few days of her illness renal and uterine bleedings were 
observed. Postmortem histologic examination revealed the ini- 
tial stages of blistering of the skin and elementary bodies in 
various organs. 

Another United Nations observer and the physician treating 
the original patient contracted the disease. As both had been 
vaccinated, the course of the illness was mild, without any 
special complications. Eleven to fourteen days later a few new 
cases were detected among the medical personnel in the hospital 
where the nurse with the purpura variolosa had been treated. 
Two physicians and a nurse were among them. In these cases 
the toxemic phase lasted two to five days and was followed 
by a rather sparse skin eruption. In one case not more than 
two lesions were found. The prolonged initial fever, pains and 
aches can presumably be ascribed to the fading immunity from 
vacciliation at a much earlier date. Altogether, only 7 cases 
were involved in the’ outbreak. This fact can be explained by 
the ecneral vaccination carried out by the government of Israel 
four months prior to the first appearance of the disease. 


The Weizmann Institute of Science 


At the inauguration of the Weizmann Institute, a symposium 
took place in Rehovoth, on Nov. 1, 1949, with the participation 
of scientists from all parts of the world. Two Nobel prize 
winners, Professor Ruzicka of Zuerich and Professor T. Reich- 
stein of Basle, spoke on chemical problems, Professor Ruzicka 
on “The Constitution of the Triterpenes” and Professor Reich- 
stein on “Chemistry of the Hormones of the Adrenal Cortex.” 
Prof. L. F. Fieser of Harvard University, Cambridge, lectured 
on “The Present State of the Cortisone Problem.” Dr. E. 
Katschalski of the Weizmann Institute of Science spoke on 
“Water-Soluble Polyamino Acids” and Dr. S. Hestrin of the 
Hebrew University, Jerusalem, spoke on “Enzymatic Syntheses 
of Macromolecules.” 

After the symposium the official inauguration of the Depart- 
ment of Bio-Physics and Physical Chemistry of the Weizmann 
Institute of Science took place at the opportunity of the birthday 
of the president of the State of Israel, Prof. Chaim Weizmann. 
The new institute has new, scientific equipment, including an 
electron microscope, mass spectrometer and ultracentrifuges. 


Epidemic of Cave-Borne Pulmonary Infiltrations 
with Eosinophilia 
At a meeting of the Israel Medical Association in July 1949, 
W. Alkan spoke on an epidemic of cave-borne pulmonary infil- 
trations with blood eosinophilia. In October and November 
1948, 40 cases of a feverish disease with high levels of eosino- 
Phils in the blood was observed in a Jerusalem army hospital. 
All patients reported that they had worked in an underground 
tunnel between two and forty-five hours. 
The first symptoms, such as fever, cough and general fatigue, 
appeared five to eight days after the work in the tunnel had 
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been completed. The fever lasted one to twelve days. Charac- 
teristic in the development of the disease was the involvement 
of the upper part of the respiratory tract with dry, frequent 
cough, sometimes with blood-stained sputum. In some cases 
nightly attacks of asthma occurred. Contrary to the severe 
clinical symptoms, there were few objective findings in the 
lungs, consisting mostly in single rales. Roentgen examination 
revealed often signs of interstitial pneumonia of a transitory 
character. Reexamination after four or five days did not show 
the infiltration. 

Apart from the characteristic roentgen observations of the 
lungs, the constant, high level of eosinophils in the blood was 
remarkable, most cases showing a high leukocyte count, up to 
26,700 per cubic millimeter, with a shift to the left. Between 
the fifth and thirteenth days the eosinophil count could be 
determined absolutely (up to 12,200 per cubic millimeter and 
relatively up to 70 per cent of the total leukocytes). In the 
course of the disease the values of the eosinophilic cells in the 
blood varied. In some cases, increased values could be found 
for several months. Results of all other chemical and biologic 
tests remained negative. 

The classic forms of the Loeffler syndrome have been observed 
and described several times in Israel. In 1944 the endemic 
appearance of a feverish disease with blood eosinophilia was 
reported in an Arabic village near Haifa. The cause of this 
disease could not be ascertained. A year later the appearance 
of calabar-like swellings with a high eosinophil level was 
observed throughout the country. The disease was called 
eosinophilic erythredema (Steinitz, Leffkowitz and Klopstock). 

The disease described herein is different from the Loeffler 
syndrome and Weingarten’s “tropical eosinophilia.” The latter 
has occurred so far only in India, the Pacific and in Africa. 
It is associated with leukocytosis, in 50 per cent wich enlarge- 
ment of the spleen and frequently with a positive cold agglutina- 
tion. It responds well to treatment with arsenicals. The disease 
as described in Israel showed a negaitve cold agglutination in 
all cases and did not react to arsenicals altogether. 

As none of the cases was fatal, no histologic examinations 
could be performed, and it could not be decided whether the 
changes in the lungs were of a peribronchial type (Weingarten) 
or peribronchial and perivascular damage (Loeffler). 


Medical Motion Pictures 


FILM REVIEW 


The Human Skin. 16 mm., black and white, sound, showing time 
twelve minutes. Produced in 1948 by and procurable on rental or pur- 
chase from The Bray Studios, Inc., 729 Seventh Avenue, New York. 

The anatomy and physiology of the human skin are shown 
by animated drawings and photography. The picture points out 
that the skin is an organ which protects us from our environ- 
ment and regulates the temperature of our bodies. Anatomic 
and functional features are described in close association, dem- 
onstrating the layers of the skin, the oil and sweat glands, the 
nerves, sense organs and blood supply. Care and cleanliness 
are stressed for the preservation of natural beauty and health 
of the skin, as a vital organ acting in close harmony with all 
our organs to maintain their healthy activities. 

If the film could have shown by animation the cell division 
that goes on in the stratum germinativum, it would not only 
explain how the epidermis is constantly replaced during normal 
wear and tear but would also clear up in the student’s mind 
the otherwise unaccountable emphasis that is constantly placed 
on the differences between the epidermis and the true skin. 

This motion picture should be useful to high school and 
college classes in hygiene, health and biology as well as to 
classes in nursing education. The photography, animation and 
narration are well done. 
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Correspondence 


COST OF HOSPITALIZATION OF POLIO- 
MYELITIS PATIENTS 


To the Editor:—There have been many inquiries recently 
regarding the arrangements for covering the cost of care for 
patients with poliomyelitis. There are a number of factors of 
interest to your readers. 

During 1949 an unprecedented incidence of poliomyelitis 
(more than 41,500 stricken since January 1) has put serious 
financial strain on the National Foundation for Infantile 
Paralysis. For the first time in its eleven year history it was 
necessary to conduct a “Polio Epidemic Emergency Drive,” 
which, although helpful, did not entirely meet current needs. 

In its avowed purpose to lead, direct and unify the national 
fight against infantile paralysis the National Foundation under- 
took support of research and education, for in these areas lie 
the ultimate hope for eradication of poliomyelitis. These 
programs are not to be compromised in any way. 

The greatest cost to the National Foundation, however, is 
payment for medical care to patients. It is urgent that all 
physicians assist in the institution of measures which will reduce 
costs without prejudice to patients. The chief costs are for 
hospitalization. Many patients are hospitalized when they can 
be cared for at home at a reduced cost. 

Our experience in this year’s epidemic, which has spared 
virtually no part of the country, suggests : 

1. Abortive, nonparalytic and mildly paralytic poliomyelitis 
patients are being hospitalized in the mistaken idea that the 
stated period of isolation must be spent in the hospital. 

2. Overly prolonged hospitalization is frequent. This is par- 
ticularly true of the paralytic patient who has achieved maxi- 
mum improvement from daily physical therapy. Home care with 
periodic office or clinic visits is then in order. 

3. There still exists in some places a general attitude that 
poliomyelitis is a bizarre disease which only few physicians 
can manage. This is not so. It is disturbing, for example, to 
find physicians leaning so heavily on the guidance of physical 
therapists and nurses. The physician's assessment of the total 
patient is the best index in determining when a patient shall 
leave the hospital to receive home, office or clinic care. 

4. Patients hospitalized on general ward services are not 
charged medical fees ordinarily. When patients are hospitalized 
on isolation wards for poliomyelitis, however, bills for medical 


fees are at times submitted. Payment is frequently made by . 


the local chapters of the National Foundation whose treasuries 


are now generally depleted. 
It is hoped that your readers will understand clearly how 


urgent is our need for cooperation from all practicing physicians 
in the matters mentioned above. 
Hart E. Van Riper, M.D., New York, 
Medical Director, National Foundation for 
Infantile Paralysis. 


INTERNATIONAL CODE OF ETHICS 

To the Editor: —In the article entitled “Third General 
Assembly of World Medical Association,” in Tue Journat, 
November 12, page 782, there is the statement: “The World 
Health Organization is reported to be also considering the 
preparation of an international code” (of ethics). There is 
apparently some misunderstanding, which I am anxious to clarify. 

This matter was referred to the fourth session of the executive 
board of the World Health Organization in July 1949 by the 
League of Red Cross Societies on the basis of a resolution 
adopted April 8, 1949 by the Academie Nationale de Medecine 
of France. After discussing the matter, the executive board 
adopted the following resolution : 


“The executive board 

“Takes Note of the resolution on the establishment of an inter- 
national code of deontology adopted by the Academie Nationale 
de Medecine of France, 

“Learns with satisfaction that the question is being studied 
by the World Medical Association with a view to the establish- 
ment of an international code of deontology in connection with 
the practice of the profession of medicine and that the final draft 
as submitted by the executive board of the World Medical 
Association to forty national medical associations will be con- 
sidered by the Annual General Assembly of the World Medical 
Association, to be held in London in October 1949; and 


“Requests the Director-General (1) to bring this matter to 
the attention of the International Council of Nurses, (2) to keep 
in close touch with this work and (3) to report on it to the 
fifth session of the board” (first meeting, July 8, 1949, EB4/ 
Min/1). 

The executive board looked to the World Medical Association 
as the appropriate agency to consider and adopt an international 
code in this field. The point had been raised in discussion 
that a similar type of code might be of value in the field of 
nursing. With this in mind, the board requested the Director- 
General to bring the matter to the attention of the International 
Council of Nurses, which was felt to be the appropriate agency 
in that field. The board further expressed its interest in this 
matter by asking the Director-General to keep it informed of 
progress made by the World Medical Association. At no time, 
to my knowledge, has any body of the World Health Organi- 
zation presumed to feel that it is a function of the World Health 
Organization to prepare or adopt an international code of ethics 
for the medical or any related profession. 

I hope that this will clear any misunderstanding which may 
exist in the matter. The relationship between the World Health 
Organization and the World Medical Association has been most 
cordial from the inception of both. By working together toward 
their common goal of world health advancement, they are, I 
feel, making an important contribution to progress and peace. 


H. vaAN Hype, M.D. 
United States Representative, Executive 
Board, World Health Organization. 


TREATMENT OF NEUROSYPHILIS 


To the Editor:—We have read with grave concern the article 
on the treatment of neurosyphilis by Dr. Douglas Goldman in 
Tue Journat, Oct. 15, 1949. Although there is some contro- 
versy about the exclusive use of penicillin in the treatment of 
neurosyphilis, there is almost unanimous agreement among the 
experts in this field that the intrathecal injection of penicillin 
is unnecessary and even dangerous. Severe reactions with this 
type of treatment have been reported in the literature, and we 
believe that it is a mistake to give the medical profession the 
impression that intrathecal therapy is desirable for neurosyphilis. 
In addition, Dr. Goldn.an provides no control data on patients 
treated exclusively by intramuscular injections with penicillin. 

At Bellevue Hospital, New York, since the early part of 1944 
we have treated more than 500 patients with neurosyphilis with 
penicillin alone. In our experience as well as that of numerous 
other investigators the results obtained by intramuscular injec- 
tions of penicillin without fever are similar to or better than 
those following malariotherapy. 


BERNHARD Dattner, M.D. 
Evan W. THomas, M.D. 
Lopo pt Metto, M.D., New York. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NationaL Boarp oF Mepicat Examiners. Part 111. Boston, Chicago 
and New York, en Parts I and II, Feb. 13-15. Centers where 
there are approved medical schools and five or more ~—. tore Exec, 
Sec., Mr. ES. Elwood, 225 S. 15th Street, Philadelphia 2 


EXAMINING BOARDS IN SPECIALTIES 


American Boarp OF ANESTHESIOLOGY: Written. Various locations. 
July 21. Oral. Philadelphia, April 23-27, Chicago, October 8-12. 
Sec., Dr. Curtiss B. Hickeox, 745 Fifth Ave., New York 22. 


AmexicAN Boarp OF INTERNAL Mepicine: Oral. Chicago, Feb. 8-10. 
Boston, April 13-15. San Francisco, June 21-23. The oral examinations 
in the subspecialties will be held at the same time and places. 
date for filing applications for all examinations is Jan. 1. Asst. Sec., 
Dr. William A. Werrell, 1 West Main Street, Madison 3, Wis. 


American Boarp oF NevrRoLocicaL Surcery: Oral. Chicago, June 3. 
Final date for filing applications is Jan. 1. Sec., Dr. W. J. German, 789 


Howard Ave., New Haven, 


American Boarp oF Oxsstetrics anp Gynecotocy, Inc. Written and 
Reviews of Case Histories. Part I. Various Centers. Feb. 3. Oral 
Part IJ. Atlantic City, May 21-28. Sec., Dr. Paul Titus, 1015 Highland 
Bidg., Pittsburgh. 

AmerrtcaAn Boarp oF OpntHatmotocy: Written. Various Centers, 
January 1951. Final date for filing applications is July 1, 1950. Oral. 
Boston, May 22-26 and Chicago, Oct. 2-7. Sec., Dr. Edwin B. Dunphy, 
56 Ivic Road, Cape Cottage, Maine. 


American Boarp oF Surcery. Part II, New York 
City, Feb. 9-10. Sec. Treas., Dr. Harold A. Sofield, Room 1856, 122 S. 
Michigan Ave., Chicago. 

Amwew'caN Boarp oF OTOLARYNGOLOGY: Oral. San Francisco, May. 
Chicago, October. Sec., Dr. Dean M. Lierle, University Hos»ital, Iowa 
City. 

AmexicAN Boarp oF Pepiatrics: Written. Various locations. Jan. 12. 
Oral. \ichmond, Va., Feb. 10-12.; Philadelphia, March 31-April 2; San 
Francis», June 23-25. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 


AwericaAn Boarp oF Prastic Surcery: Oral. May-June. Sec., Dr. 
Louis 1. Byars, 4647 Pershing Avenue, St. Louis, Mo. 


Awreican Boarp or Preventive MEpICcINE AND Pvustic HEALTH: 
Oral and Clinical. Chicago, Feb. 7-8. Sec., Dr. Ernest L. Stebbins, 615 
N. Wolfe Street, Baltimore 5, Md. 


American Boarp oF Psycutatry AND Nevro.ocy: Spring Examina- 
tion. Date and location of examination to be announced later. Final 
date for filing applications is Feb. 1. Sec., Dr. F. J. Braceland, 102-110 
Second Ave. S.W.,, Rochester, Minnesota. 


American Boarp oF Urotocy: Oral and Clinical. Chicago, Feb. 11-15. 
Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 21. 


Boarp oF Tuoracic Surcery: Written. Various locations. Jan. 16. 
Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 


BOARDS OF MEDICAL EXAMINERS 


Atanama: Examination. Montgomery, June 27-29. Sec., Dr. D. G. 
Gill, 519 Dexter Avenue, Montgomery. 


AtaskA: Juneau, March 7. Sec., Dr. W. M. Whitehead, Box 140, 


Juneau. 


Arizona: * Examination. Phoenix, Jan. 17-18. Reciprocity. Phoenix, 
Jan. 21. Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 


Arkansas: * Examination. Little Rock, June 8-9. Sec., Dr. Joe Verser, 
Harrisburg. Eclectic. Little Rock, June 8-9. Sec., Dr. Clarence H. 
Young, 1415 Main Street, Little Rock. 


Catirornia: Examination, Written. Los Angeles, Feb. 27-March 2; San 
Francisco, June 19-22; Les Angeles, Aug. 21-24; Sacramento, Oct. 16-19. 
Examination, Oral and Clinical, for Foreign Medical School Graduates. 
Los Angeles, Feb. 26; San Francisco, June 18; Los Angeles, Aug. 20; 
San Francisco, Nov. 12. Reciprocity, Oral Examination. Los Angeles, 
Jan. 21; Los Angeles, Feb. 25; San Francisco, June 17; Los Angeles, 
Aug. 19; San Francisco, Nov. 11. Sec., Dr. Frederick N. Scatena, 1020 
N Street, Sacramento 14. 

Cotorapo:* Denver, Jan. 3-6. Sec., Dr. George H. Gillen, 831 
Republic Building, Denver. 

Connecticut: * Examination. Hartford, March 14-15. Secretary to 
the Board, Dr. Creighton Barker, 160 St Ronan Street, New Haven. 
Homeopathic. Derby, March 9-10. Sec., Dr. Donald A. Davis, 38 Eliza- 
beth Street, Derby. 

Detaware: Examination. Dover, Jan. 10-12. Reciprocity. Dover, 
Jan. 19. Sec., Dr. J. S. McDaniel, 229 State Street, Dover. 


Grorcia: Examination. Atlanta and Augusta, June. Endorsement. 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 


Guam: Endorsement. Agana, last Friday of each month. Sec., Capt. 
C. K. Youngkin, Dept. of Public Health, Guam, % F.P.O., San Francisco. 


Hawai: Examination. Honolulu, Jan. 9-12. Sec., Dr. I, L. Tilden, 
881 S. Hotel St., Honolulu, 


Ipano: 9. Exec. Sec., Mr. Armand L. Bird, 305 S 
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Ituinoi1s: Chicago, Jan. 10-12. Superintendent of Registration, Mr. 
Charles F. Kervin, Capitol Building, Springfield. 

Inpiana: Examination. Indianapolis, June. Sec., Dr. Paul R. Tindall, 
1138 K. of P. Bldg., Indianapolis. 

Marne: Portland, March 14-15. Sec., Dr. Adam P. Leighton, 192 State 
Street, Portland. 


Massacuusetts: Examination. Boston, March 14-17. Sec., Dr. George 
L. Schadt, 413 E. State House, Boston. 


Minnesota: * Minneapolis, Jan. 17-19. Sec., Dr. J. F. DuBois, 230 
Lowry Medical Arts Building, St. Paul 2. 


Missouri: Examination. Jefferson City, Feb. 9-11. Reciprocity, Feb. 4. 
Exec. Sec., Mr. John A. Hailey, Box 14, State Capitol Building, Jefferson 
City. 

Montana: Helena, April 3-5. Sec., Dr. Otto G. Klein, First National 
Bank Building, Helena. 


Nevapa: Carson City, May 1. Sec., Dr. George H. Ross, 112 Curry 
Street, Carson City. 


New Hampsuire: Concord, March 8-9. Sec., Dr. John S. Wheeler, 
107 State House, Concord. 


New Jersey: Examination. Trenton, June 20-23. Sec., Dr. E. S. 
Hallinger, 28 West State Street, Trenton. 


New Mexico: * Santa Fe, April 10-11. Sec., Dr. Charles J. McGoey, 
Coronado Building, Santa Fe. 


New Yorx: Albany, Buffalo, New York and Syracuse, Jan. 31-Feb. 3. 
Sec., Dr. Jacob L. Lochner, 23 S. Pearl Street, Albany 7. 


Nortu Carowina: Endorsement. Raleigh, Jan. 23. Sec., Dr. Ivan 
Procter, 226 Hillsboro St., Raleigh. 


Nortn Daxota: Examination. Grand Forks, Jan. 4-6. Reciprocity. 
Jan. 7. Sec., Dr. C. J. Glaspel, Grafton. 


Oxtanoma:* Examination. Oklahoma City, = 7-8. Sec., Dr. 
Clinton Gallaher, 813 Braniff Building, Oklahoma Ci 


Orecon:* Examination. Portland, Jan. 5-7. catia Portland, 
Jan. 20-21. Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Building, 
Portland 4. 

PENNSYLVANIA: Examination. Philadelphia or Harrisburg, Jan. 23-25. 
— Sec., Mrs. Marguerite G. Steiner, 351 Education Building, Harris- 

Puerto Rico: Examination. Santurce, March 7. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 


Ruope Istanp: * Examination. Providence, Jan. 5-6. Chief, Division 
of Professional Regulation, Mr. Thomas B. Casey, 366 State Office Build- 
ing, Providence. 


Soutn Caroitna: Examination. Columbia, June 26-29. Reciprocity. 
First Monday of each month. Sec., Dr. N. B. Heyward, 1329 Blanding 
Street, Columbia. 


Souts Daxorta:* Sioux Falls, Jan. 17. Sec., Dr. C. E. Sherwood, 
300 First National Bank Building, Sioux Falls. 


Uran. Examination. Salt Lake City, June. Dir., Dr. Frank E. Lees, 
324 State Capitol Building, Salt Lake City. 


Wasuincton:* Seattle, January. Director, Department of Licenses, 
Mr. Edward C. Dohm, Olympia. 


West VirGinia: Examination. Charleston, Jan. 3-5. Sec., Medical 
Licensing Board, Dr. N. H. Dyer, State Capitol, Charleston. 


Wisconsin: * Examination. Madison, Jan. 10-12. Séc., Dr. C. A. Daw- 
son, River Falls. 


Wyrominc: Cheyenne, Feb. 6. Sec., Dr. Franklin D. Yoder, State 
Capitol, Cheyenne. 


* Basic Science Certificate required. 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arkansas: Examination. Little Rock, May 9. Sec., Mr. L. E. Gebauer, 
1002 Donaghey Building, Little Rock. 


Connecticut: Examination. New Haven, Feb. 11. Address: State 
Board of Healing Arts, 110 Whitney Avenue, New Haven 10. 


District or Cotumspia: Washington, April 17-18. Sec., Dr. Daniel 
L. Seckinger, 4130 E. heres cage Building, Washington. 


Froripa: Examination. June 3. Sec., Mr. M. W. Emmel, University 
of Florida, Gainesville. 


Iowa: Des Moines, Jan. 10. Sec., Dr. Ben H. Peterson, Coe College, 
Cedar Rapids, lewa. 


Micuican: Examination. Ann Arbor and Detroit, Jan. 13-14. Sec., 
Miss Eloise LeBeau, 101 N. Walnut Street, Lansing. 


Minnesota: Minneapolis, Jan. 3-4. Sec., Dr. Raymond N. Bieter, 105 
Millard Hall, University of Minnesota, Minneapolis. 


Nesraska: Examination. Omaha, Jan. 10-11. Director, Bureau of 
Examining Boards, Mr. Oscar F. Humble, Room 1009, State Capitol 
Building, Lincoln 9. 


Feb. 8-9. Chief, Division 


Ruopve IsLanp: 
. Casey, 366 State Office Build- 


Examination, 
of Professional Regulation, Mr. Thomas B 
ing, Providence. 
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Oxtanoma: Examination. Oklahoma City, April 11. Sec., Dr. Clinton 
Gallaher, 813 Braniff Building, Oklahoma City. 


Tennessee: Examination. Memphis, Dec. 30-31. Sec., Dr. O. W. 
Hyman, 874 Union Avenue, Memphis 3 

Texas: Examination. Austin, Jan. 20-21 and April 21-22. Sec., Brother 
Raphael Wilson, 306 Nalle Building, Austin. 


Wasuincton: Seattle, January. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Medical Practice Acts: Revocation of License for 
Fraud and Deceit.—The Board of Regents of the University 
of the State of New York suspended the petitioner's license to 
practice medicine in the state. This order of suspension was 
annulled by the appellate division so the board appealed to the 
Court of Appeals of New York. 

In the disciplinary proceedings the petitioner was charged 
with “fraud or deceit in the practice of medicine,” an offense 
for which the Board of Regents may revoke or suspend a 
practitioner's license under the authority of section 6514, sub- 
division 2, of the Education Law. The order of suspension sub- 
sequently entered by the board rested on findings that the 
prescriptions which the petitioner wrote for four persons were 
issued without justifiable medical purpose and with the intent 
to satisfy their addiction and were not written “in good faith 
and in the course of his regular professional practice.” 

Can we say, said the Court of Appeals, that issuance of 
prescriptions for narcotics in the circumstances shown in this 
case constitutes “fraud or deceit” within the meaning of section 
6514? With respect to those terms, the court continued, the 
petitioner contended that they import the material elements of 
the analogous tort concept, whereby liability for fraud is predi- 
cated on wilful and conscious misrepresentation which misleads 
another to his detriment. In that sense, it was urged that there 
was no proof of the petitioner's intent to defraud anyone. The 
board insisted that the terms “fraud or deceit in the practice of 
medicine’ are equivalent in meaning to “unprofessional con- 
duct,” which is a ground for discipline in professions other than 
medicine. Both contentions, said the court, are wide of the 
mark. The words “fraud or deceit” must be read in light of 


their traditional meaning in the law and cannot be synonymous * 


with “unprofessional conduct”—a term which may signify 
activity quite unlike fraud in the customary sense. The issuance 
of a prescription for narcotic drugs to an addict without proper 
medical basis, the court concluded, is clearly an act which is 
calculated to deceive those whose legitimate concern is the 
enforcement of the laws controlling trade in and consumption 
of narcotics. Such a prescription is more than a direction to 
the pharmacist. It plays an integral part in the system of con- 
trol and, if not a true prescription, may throw that system 
awry. It is clear that the petitioner was conscious of those 
facts, and therefore we must hold that his conduct constituted 
“fraud or deceit” under section 6514. The court further said, 
however, that the petitioner’s hitherto unblemished record, his 
generous contributions to public service and his excellent repu- 
tation in the community, although those factors could not out- 
weigh the clear indication that he knew the nature of his acts, 
should be significant to the board in exercising its broad dis- 
cretion to frame the appropriate discipline, for the offense and 
for the offender. 

The whole issue was therefore remanded to the Board of 
Regents for a determination of the proper punishment which 
should be fixed, and the decision of the appellate division was 
reversed.—T7 ompkins v. Board of Regents of University of State, 
87 N. E. (2d) 517 (N. Y., 1949). 


Workmen’s Compensation Acts: Settlement of Com. 
pensation Claim as Precluding Malpractice Action 
Against Doccor for Alleged Aggravation of Injury.—This 
was an action by an individual to recover damages from the 
Williamson Memorial Hospital, a corporation, and W. W. Scott, 
a physician, for personal injury which the plaintiff claimed was 
the result of negligent and unskilful treatment by the defendant 
physician, acting in his own right and as agent of the hospital, 
of an earlier injury received by plaintiff in a mine accident, 
From an order of the trial court dismissing his action on the 
pleadings, the plaintiff appealed to the Supreme Court of Appeals 
of West Virginia. 

The plaintiff, an employee of the Norfolk and Western Rail- 
way Company, received an injury in the course of and resulting 
from his employment which caused a fracture of his left wrist 
and forearm. He employed the defendant physician to treat 
his injury and was hospitalized in the defendant hospital. Plain- 
tiff contended that the treatment given him by the defendants 
was negligent and unskilful, that as a result thereof the frac- 
ture did not heal in a normal manner and that it was therefore 
necessary for other physicians to break and set anew his left 
forearm in an unsuccessful effort to remove the deformity 
caused by the improper treatment administered. The defendants 
contended that the plaintiff was not entitled to recover because 
he had been awarded and had accepted full compensation for the 
injurv and its aggravation under the state workmen's compen- 
sation act. 

The question here, said the Court of Appeals, is whether an 
employee of a subscriber to the workmen’s compensation fund 
who is injured by his employer in the course of and resulting 
from his employment, who seeks and obtains the services of 
a physician and the care of a hospital in the treatment of the 
injury, and who is paid and accepts compensation in full from 
the compensation fund for the original injury, as aggravated 
by the treatment, can recover compensatory damages from the 
physician and the hospital for aggravation of his injury caused 
by their negligence and lack of skill in treating the injury. 


By the workmen's compensation law of the state, said the 
court, there is no liability on the part of the employer for the 
damages which the plaintiff sustained as a result of his original 
injury. In lieu of any such claim the plaintiff is required to 
look entirely to the workmen’s compensation fund for the pay- 
ment of compensation on the basis of his disability as determined 
in the manner provided by the statute. The remedy of com- 
pensation from the workmen's compensation fund is exclusive. 
The amount fixed by the commissioner, under the statute, if not 
altered on appeal, is, in law, in each case, adequate compensation, 
and all the compensation which the law allows. It is for that 
reason full and complete compensation. 

When a person has accepted satisfaction in full for an injury 
done to him the law will not permit him to recover again for 
the same damages. There can be no recovery in an action for 
malpractice, by a person injured by the negligence of another, 
against a physician for negligent aggravation of the original 
injury by improper treatment after a settlement by the injured 
person with the wrongdoer who caused the injury. 

The weight of authority and sound reason, concluded the 
Court of Appeals, impel and justify the conclusion that as the 
employer of the plaintiff is relieved from liability for the original 
injury received by the plaintiff in the course of and resulting 
from his employment, as the plaintiff is required to look to the 
workmen's compensation fund exclusively for payment for the 
original injury and has been compensated in full to the extent 
provided by the workmen’s compensation statute for it and its 
aggravation caused by the physician and the hospital which he 
himself employed to treat him, as the law regards the injury 
which resulted from the negligent unskilful conduct as a part of 
the immediate and direct damages which naturally flow from 
the original injury, and, as an injured person is entitled to but 
one full satisfaction for the same injury, the plaintiff is pre- 
cluded from maintaining this action. The judgment in favor of 
the defendants was accordingly affirmed.—Makarenko v. Scott, 
55 S. E. (2d) 88 (W. Va., 1949). 
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AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American J. Digestive Diseases, Fort Wayne, Ind. 


16:237-274 (July) 1949 


Phenomenon of Peptic Ulcer. H. Necheles.—p. 237. 
Hyperinsulinism—Factor in Neuroses. R. H. Hoffmann and E. M. 
Abrahamson.—p. 242. 


Methionine. M. Sahyun.—p. 248. 

Acute Amebic Dysentery. R. Sandler.—p. 257. 

Consiteration of Certain Sources of Error in Positive Diagnosis of 
Gastric Carcinoma. E. D. Palmer.—p. 260. 


Effects of Bone Meal on Oral Structures in Pregnancy. G. M. Dorrance 
and W. Sussman.—p. 263. 


Archives of Neurology and Psychiatry, Chicago 
62:1-126 (July) 1949 


Analysis of Prefrontal Lobe Syndrome and Its Theoretic Implications. 
T. Lidz.—p. 1. 

*Com!) .cd Lateral and Ventral Pyramidotomy in Treatment of Paralysis 
Acians. J. Ebin.—p. 27. 

*Cere>rol Lesions Responsible for Death of Patients with Active Rheumatic 
Fever. I. Costero.—p. 48. 


Influence of Chemotherapy on Pathology of Purulent Leptomeningitis. 
W. S. Alexander.—p. 73. 


Obse ations on Criminal Patients During Narcoanalysis. C. P. Adatto. 

Neost mine Methylsulfate Therapy in Hemiplegia. H. A. Teitelbaum 
and Fi. Vyner.—p. 93. 

Plasm. Calcium Fractions After Electric Convulsion Treatment. K. Salo- 


mon and B. W. Gabrio.—p. 99. 

Pyramidotomy in Paralysis Agitans.—Ebin describes a 
“comlined lateral and ventral pyramidotomy” for the treatment 
of paralysis agitans. In 11 cases the operation was performed 
on one side. In 3 cases there was unilateral paralysis agitans, 
in the other 8 there was involvement of both sides. In the 5 
cases vith tremor and rigidity, tremor at rest has practically dis- 
appeared. It may exist in moments of emotional stress. Rig- 
idity in these 5 cases has been greatly reduced. In the 4 
cases of tremor without rigidity, tremor at rest was eliminated, 
except for twitching of the thumb in 1 case. Slight inten- 
tion tremor was noted in 2 of these cases. In the case in 
which rigidity was a prominent symptom with mild tremor, 
there were great relief of rigidity and disappearance of tremor 
on the side of operation. In the case with rigidity of the left 
side and flexion contractures of the left forearm and leg, with- 
out tremor, the abnormal muscle tone was greatly reduced 
immediately after operation, and the flexion contractures were 
almost relieved with physical therapy. Experiments on animals 
suggested that combined lateral and ventral pyramidotomy, per- 
formed bilaterally, might permit the retention of some degree 
of motor power and that, in the case of far-advanced disease, 
in a bedridden patient, its use might be warranted. The author 
cites a patient aged 46 who, ten months after the first operation 
and four months after the second, was completely free of tremor 
in all extremities. Rigidity was greatly reduced throughout, 
and muscle tone was approximately normal .in all four limbs. 
The patient was able to move all his extremities freely and 
smoothly. He could walk and climb stairs with assistance. 
He walked approximately four hundred steps a day. The author 
believes that the benefits of pyramidotomy are commensurate 
with the risks involved. 

Cerebral Lesions in Rheumatic Fever.—Costero of the 
Institute of Cardiology of the University of Mexico concludes 
on the basis of the literature and personal investigations that 
the capillary vessels are altered throughout the brain during 
the developmental periods of rheumatic fever. The alterations 
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consist in (a) dilatation of the lymphatic perivascular spaces ; 
(b) neoformation of argyrophilic precollagen fibrils from the 
perivascular histiocytes; (c) growth of these fibrils, resulting 
in the formation of a reticular coating which surrounds long 
segments of the capillaries, and (d) collagenous transformation 
and hyalinization of the reticulum, with production of capillary 
sclerosis. The dilatation of the lymphatic spaces corresponds 
to an increase in the permeability of the capillary endothelium. 
The passage of blood proteins causes irritation of the peri- 
vascular histiocytes, stimulating them to fibroblastic activity and 
giving rise to sclerosis. The cerebral hemorrhages in active 
rheumatic fever are related to increased permeability of the 
capillaries. Most frequently they are produced by diapedesis. 
Other hemorrhages are due to diabrosis of the endothelium. 
They are predominantly of the annular type, and the extrav- 
asated red blood cells and necrobiotic zones are reabsorbed by 
compound granular cells. The process results in the formation 
of scars with aberrant nerve fibers, some hypertrophic fibrous 
astrocytes and slight proliferation of precollagenous fibers. 
Possibly the cerebral hemorrhages are responsible for the acute 
swelling of the brain. It is difficult to find zones of entirely 
normal microglia in the wet brain of rheumatic patients. Com- 
monly, the Hortega cells increase their cytoplasm, and more of 
them than usual attach themselves to the capillaries; they also 
lose their characteristic spinous processes. These alterations 
of the microglia indicate metabolic changes. In some apparently 
normal areas of the brain the microglia acquires the modality 
of rod cells, while the same focus appears densely invaded by 
pseudopodal forms of microglia, a few hypertrophic fibrous 
astrocytes and nets of precollagen fibrils. Thrombosis and 
foci of softening are also frequent. In the brains of some chil- 
dren who died of rheumatic fever the author found nodules of 
branching microglial cells, which originate in miliary foci of 
necrobiosis localized most commonly in the gray matter of the 
pons varolii. The Hortega cells of these nodules soon undergo 
clasmatodendrosis and give place to areas of demyelination, in 
which a few large neuroglial cells of the protoplasmic type are 
found. It is possible that the nodules of branching microglial 
cells represent a hyperergic reaction similar to that responsible 
for the Aschoff nodule in the connective tissue and that they 
may be useful in the histologic diagnosis of the cerebral lesions 
during the evolutionary period of rheumatic fever. 


Archives of Ophthalmology, Chicago 
42:1-118 (July) 1949 


*Intraorbital Aneurysm: Case of Aneurysm of Lacrimal Artery. R. F. 
Heimburger, H. R. Oberhill, H. I. McGarry and P. C. Bucy.—p. 1. 


Visual Acuity While One Is Viewing a Moving Object. E. J. Lndvigh. 
—p. 14. 

Mechanics of Intracapsular Cataract Extraction. D. O. Harrington. 
—p. 23. 


Nonsyphilitic Interstitial Keratitis with Vestibuloauditory Symptoms: 
Report of Four Additional Cases. D. G. Cogan.—p. 42. 

Direct Surgery of Paretic Oblique Muscles. J. M. McLean.—p. 50. 

Aqueous Veins and Their Significance for Pathogenesis of Glaucoma. 
K. W. Ascher.—p. 66. 


Intraorbital Aneurysm.—Heimburger and associates report 
that a woman aged 58 had a nonpulsating exophthalmos of 
the left eye which had existed for two months. Examination” 
revealed severe proptosis of the left eye, distention of the peri- 
orbital, conjunctival and retinal vessels, paralysis of ocular 
movements, blurring of the optic disk, visual acuity 20/20 (right 
eye) and 20/70 (left eye), ptosis of the left upper eyelid and 2 
small and sluggish pupil. Transcranial exploration of the orbit 
revealed that the exophthalmos was due to aneurysm of the 
lacrimal artery contained entirely within the orbit. The lesion 
was removed by the transcranial route. The patient is entirely 
well over a year after operation, with normal vision and normal 
ocular movements in the affected eye. The authors found 
reports of 68 cases in the literature in which a diagnosis of 
intraorbital aneurysm was made. Few of these reports contain 
information concerning any pathologic investigation, and in even 
fewer do the recorded facts indicate that a true intraorbital 
aneurysm was present. In the great majority of instances the 
diagnosis rested on clinical observations alone. In the early 
ophthalmologic literature it is evident that the diagnosis of intra- 
orbital aneurysm was usually based erroneously on the finding 
of a pulsating exophthalmos. Reports of 6 cases in which an 
intraorbital aneurysm was said to have been visualized either 
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at operation or at autopsy are reviewed, but in none is the 
diagnosis without question. Because of this lack of verified 
cases, criteria cannot be set up on which a differential diagnosis 
of an aneurysm within the orbit may be based. The case is 
reported as evidence that orbital aneurysm can be manifest 
clinically by unilateral exophthalmos without pulsation but with 
venous obstruction, increased intraocular tension and failing 
vision. 


Archives of Otolaryngology, Chicago 


48 :637-760 (Dec.) 1948 
Estrogen, Bone Metabolism and Otosclerosis. E. P. Fowler.—p. 637. 
Origin of Caloric Reaction of the Labyrinth. L. B. W. Jongkees.—p. 645. 


Clinical Test of a New Spray. T. F. Furlong Jr.—p. 658. 
Tubular Wax Splints in Submucous Resection: Report of 150 Cases. 


M. Schiff and F. Harbert.—p. 662. 

"Analysis of Results Obtained in the Labyrinth Fenestration Operation for 
Otosclerosis: Report of 100 Case- “. H. Campbell.—p. 666. 

Suggested New Anatomic Classificacon of Tympanic Spaces and Eusta- 
chian Tube: Draft of New Clinical Classification on This Basis. 
A. Schwarzbart.—p. 681. 

A New Esophagoscope. M. Henry.—p. 

Review of Allergy for 1946. E. L. MeeQuiddy and E. A. Holyoke. 


—p. 690. 
Peroral Endoscopy: Review of Literature for 1947. L. H. Clerf, F. J. 


Putney and J. J. O’Keefe.—p. "15. 

Results of Labyrinth Fenestration Operation.—Campbell 
reports on 100 consecutive patients with clinical otosclerosis 
subjected to the labyrinth fenestration operation. All were 
operated on one year or more ago. The technic used was 
essentially the nov-ovalis operation described by Lempert with 
some minor modifications. The patients were placed in three 
groups; those with operative indications favorable for the best 
results, those with good indications but not favorable for the 
best results and those ordinarily considered unsuitable for the 
fenestration operation. Considering the material without regard 
to suitability for operation, completely successful results 
(improvement to the 30 decibel level and economic rehabilita- 
tion) were obtained in 63 of the 100 patients; partial rehabilita- 
tion was obtained (15 decibels or better) in 14 patients, but in 
the remaining 23 cases the operation was a failure. Seventy-two 
of the 100 patients belonged to the group regarded as having the 
ideal indications for operation; 52 of these (72.2 per cent) had 
completely successful results. Of the 20 patients in the second 
group, 10 had completely successful results. Of the 8 patients 
in the third group, only 1 had completely successful results. 
An analysis of the 23 failures in this series revealed that the 
chief cause of failure was closure or partial closure of the 
fenestra by bone or fibrous tissue (in 14 cases). Other causes 
were wrong diagnosis in 2 cases, operation on otosclerotic 
patients with unsuitable indications in 2 cases and faulty opera- 
tive technic in 3 cases. 


Arizona Medicine, Phoenix 
6:1-84 (July) 1949 


Early Diagnosis of Cervical Carcinoma. C. E. Galloway.—p. 19. 
Differential Diagnosis of Multiple Nodular Shadows in Lungs. W. W. 


Watkins.—p. 24. 
e Carcinoma of Islets of Langerhans with Metastasis to Liver and Four 
Year Nine veanonage B Survival. J. B. Littlefield, S. E. Monroe and 


C. G. Fraser.—p. 
—s Aspects of 1 Low Back Syndrome: Narcotherapeutic Approach. 


. L. Bendheim.—p. 30. 
6:1-80 (Aug.) 1949 

Treatment of Sinusitis. K. M. Simonton.—p. 15. 

Hodgkin’s Disease: Histologic-Clinical Conmintlone. W. L. Bostick. 
—p. 19. 

seenaditnes Hemorrhagic Telangiectasia and Rutin. J. P. Springer and 
F. A. Shannon.—p. 24. 

Acute Infectious Lymphocytosis: Report of 4 Cases in Family. H. W. 
Cadwell and R. D. Shupe.—p. 26. 


Georgia Medical Association Journal, Atlanta 
38:233-270 (June) 1949 


Our Problems at the Beginning of the Association's Second Hundred 


Years. E. H. Greene.—p. 233. 
Detection of Early Cancer by Means of Periodic Examination. C. Mac- 


farlane.—p. 239. 
Carcinoma of the Breast: 15-Year Survey of 205 Cases. T. Harrold and 


Cancer News. J. C. Norris —p. 25 
aly J. E. Ransom. 
256. 


M. A. 
24, 1949 


J. Bowman Gray School of Med., Winston-Salem, N. C. 
7:73-104 (June) 1949 


Treatment of Hypertension with Rice Diet. L. Johnson.—p. 73. 
“Epilepsy and Hypoglycemia: Their Relation. M. M. Gulley.—p. 79. 
Treatment of Chronic Myelogenous Leukemia. S. A. Courts.—p. 87. 
Rh Factor and Related Subjects. R. E. Klein. —p. 95. 

Epilepsy and Hypoglycemia. — Gulley discusses the eti- 
ologic factors and classification of epilepsy and hypoglycemia, 
citing the opinions of many investigators. He cites evidence 
demonstrating a symptomatologic similarity of the two con- 
ditions and cites cases in which the epileptic response to 
hypoglycemia was accompanied by electrocerebral dysfunction. 
Cerebral dysrhythmia and hypoglycemic reactions concur. Cor- 
tical abnormality might be the etiologic agent. 


Journal of Experimental Medicine, New York 


90:1-96 (July) 1949 


Studies on Host-Virus Interactions in Chick Embryo-Influenza Virus 
System. W. Henle.—p. 1. 

Observations on Release of Serum Fibrinolysin by Specific Antigen, 
Peptone, and Certain Polysaccharides. G. Ungar and S. H. Mist. 
—p. 39. 

Réle of “Wax” of Tubercle Bacillus in Establishing Delayed Hypersen- 
sitivity: II. Hypersensitivity to Protein Antigen, Egg Albumin. S. Raffel, 
L. E. Arnaud, C. D. Dukes and J. S. Huang.—p. 53. 

Treatment of Experimental Dietary Cirrhosis of Liver in Rats. P. Gydrgy 
and H. Goldblatt.—p. 73. 

Inhibition of Surface Phagocytosis by Capsular “Slime Layer” of Pneu- 
mococcus Type III. W. B. Wood Jr. and M. R. Smith.—p. 85. 


Journal of Nervous and Mental Disease, New York 
110:1-92 (July) 1949 


leas ~ Function and Nutrition in Relation to Toxic Psychoses. T. L. 

oster.—p. 1. 

Objective Evaluation of Insulin Therapy of Morphine Abstinence Syn- 
drome. H. Wieder.—p. 26. 

Brief Stimulus Electric Shock Therapy. D. Goldman.—p. 

Psychosis Due to Thiocyanate Treatment of ostium. We F. Gorman 
and S. B. Wortis.—p. 46. 

Use of Thematic Apperception Test in Psychotherapy. L. Bellak, B. A. 
Pasquarelli and S. Braverman.—p. 51. 


Hepatic Function and Nutrition in Relation to Toxic 
Psychoses.—According to Foster toxic psychosis and fatty 
infiltration or cirrhosis of the liver are frequent complications 
of deficiency diseases, notably pellagra, pernicious anemia, alco- 
holism, thyrotoxicosis and starvation. The term “toxic psy- 
chosis” refers to the clinical picture presented by a patient 
with confusion, lack of concentration, defects of memory and 
judgment, disorientation, irritability and lack of insight. The 
usual history is that of a general decline in social adjustment 
and change in personality of rather short duration. Loss of 
appetite is usually an early symptom. A few patients are 
depressed; some are confused and lethargic. More often they 
are active, indignant at hospitalization and either frantic with 
fear or arrogant; occasionally one may be maniacal with psy- 
chomotor excitement. The author reviews observations on 40 
private patients admitted to Halstead Hospital. All were resi- 
dents of Kansas and northern Oklahoma. There are !arge 
numbers of patients in this hospital with toxic psychosis, which 
is identical with that of pellagra, but they seldom have other 
pellagrous manifestations. There always was some disturbance 
in the patient's life, either a surgical procedure, an illness or 
a social or mental disturbance which interfered with the patient's 
nutrition. These patients responded to the treatment that has 
been recommended for pellagra, namely, liver extract, brewers’ 
yeast, a proprietary preparation of desiccated hog stomach and 
nieotinamide with adequate diet. The author concludes that 
toxic psychosis on a nutritional basis may occur without physical 
signs of vitamin deficiency. If nicotinamide therapy is started 
immediately after the onset of the psychosis and adequate diet 
is restored, the response may be rapid. In cases of longer 
duration, response to nicotinamide may be slow or absent until 
normal hepatic metabolism is restored after three or four months’ 
treatment. In depressed patients with an accompanying nutri- 
tional deficiency, electric shock treatment is of no value until 
the nutritional deficiency has been corrected. Insulin shock is 
definitely contraindicated i in toxic psychosis of nutritional origi®. 
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Vitamin therapy alone has no value in restoring patients with 
severe manifestations to normalcy. The author believes that 
the term “toxic psychosis” is misleading and that the term 
nutritional psychosis would be more appropriate. 


Kansas Medical Society Journal, Topeka 
50:325-372 (July) 1949 


Value of X-Ray Therapy in Orthopedic Cases. C. M. White and 
C. Rombold.—p. 325. 


*Brucella Bacteremia with Endocarditis. H. W. Voth.—p. 330. 
General Medical Practice and Emotional Problems of Children. B. H. 
of Case. J. E. Bleicher.—p. 336. 
Brucella Bacteremia with Endocarditis. — Voth reports 
that necropsy of a man, aged 54, who died from endocarditis 
and brucellosis demonstrated a vegetative endocarditis implanted 
on a deformed bicuspid aortic valve and superimposed 
on a chronic endocarditis involving both aortic and mitral 
valves. The author’s patient was treated with streptomycin and 
sulfadiazine. Sterile blood cultures after several weeks of 
therapy and lack of growth of the Brucella organism from 
cultures of material obtained at necropsy suggest sterilization 
of the tissues. 


New England Journal of Medicine, Boston 
241:39-78 (July 14) 1949 


Medical Science Under Dictatorship. L. Alexander.—p. 39. 


Diagn -is of Early Carcinoma of Cervix by Sponge Biopsy. S. A. 
Gladstone.—p. 48. 

Dihyd: streptomycin in Treatment of Pulmonary Tuberculosis with 
Part cular Reference to Its Toxicity as Compared with That of 


Stre;tomycin. §S. T. Allison, R. Volk and G, R. Vitagliano.—p. 52. 
Fracts:cs of Distal End of Radius Complicated by Fractures of Carpal 
Seaphoid. O. D. Chrisman and J. H. Shortell.—p. 58. 
Activ. [mmunization (Continued). G. Edsall.—p. 60. 
Acut:') Progressive Cirrhosis of Liver, of the Alcoholic Type.—p. 70. 
Carcin wa of Ascending Colon, with Metastases to Brain, Liver, Lung 
and Lymph Nodes.—p. 73. 


241:79-136 (July 21) 1949 


*Prot« . of Personnel Engaged in Roentgenology and Radiology. F. T. 
Hort r, O. E. Merrill, J. G. Trump and L. L. Robbins.—p. 79. 

Infarction of Interventricular Septum. D. Littmann.—p. 89. 

Fatal |. rish-Herxheimer Reaction with Sudden Aneurysmal Dilatation and 
Con ete Bronchial Occlusion Following Penicillin Therapy. W. C. L. 
Dictenbach.—p. 95. 

Acute Appendicitis with Concomitant Situs Inversus: Report of Case. 
W. |. Abel III.—p, 97. 

Active Immunization. G. Edsall.—p. 99. 

Granulosa Cell Tumor of Ovary.—p. 128. 

Thr: a of Portal Vein and Branches of Superior Mesenteric Vein. 
—p. 130. 

Protection of Personnel Engaged in Roentgenology and 
Radiology.—Hunter and associates state that a program has 
been undertaken at the Massachusetts General Hospital with 
the object of establishing a more quantitative basis for relating 
radiation exposure to morphologic changes in the blood. At 
this hospital, roentgenologists and other personnel subject to 
irradiation wear film badges. Male personnel wear the badge 
at belt level near the trouser watch pocket, and females on the 
chest. At the end of each day the film badges are removed 
and kept together, so that all are subjected to the same varia- 
tions in temperature. Every two weeks all badges are collected. 
After the films are removed and fresh ones inserted, the film 
badges are returned. Before the films carried by personnel 
are developed, duplicated standards for the films are prepared 
by exposure to a calibrated radium source. Then the films 
worn by personnel, the film standards and unexposed blank 
films are developed. The data are recorded on the subject's 
record card along with the results of examination of the blood, 
which consists in a hemoglobin determination, a white cell 
count and a differential count and description of the stained 
smear. These examinations are made every two weeks. Although 
it is too soon to attempt a correlation of hematologic changes 
and radiation exposure, certain observations are of interest. 
Practically all the personnel th diagnostic work are now receiv- 
ing less than 0.1 r over a two week period, whereas personnel 
handling radium are showing a greater exposure, but so far 
less than 0.3 r in the same period. The developed films reveal 
individual carelessness when it occurs. The absence of film 
fogging on badges of personnel in known hazardous positions 
'8 evidence of failure to wear the film badge. Sharp shadows 
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of the metal “windows” characterize exposure to a direct beam. 
Although the monitoring has only been in effect since September 
1948, most personnel have shown progressively lower exposures 
to radiation. Should this trend continue, it may well be that 
the psychologic effect of having to wear a film badge will 
reduce exposure to such a degree that occasional examinations 
of the blood can eventually be substituted for those now per- 
formed twice a month. 


New Orleans Medical and Surgical Journal 


102:1-54 (July) 1949 


a A Reflex Sympathetic Dystrophy Relieved by Sympathectomy. H. R. 

‘ahle.—p. 1. 

Injuries of Peripheral Vessels. P. D. Abramson.—p. 3. 

Correlation Between Clinical Estimation and Laboratory Determination of 
Functional Pulmonary Capacity. L. E. Johns Jr. and J. H. Seabury. 
—p. 10. 

Clinical Experiences with Rh Factor in Obstetrics. E. L. King and 
J. A. King.—p. 15. 

Streptomycin in the Negro with Tuberculosis. N. Goldstein.—p. 19. 

*Morton’s Toe. I. Redler.—p. 23. 

Diagnosis and Treatment of Common Vesicular Lesions of Hands and 
Feet. C. B. Kennedy, F. C. Greishaber, J. L. DiLeo and G. Gaethe. 


—p. 26. 

Preoperative Care of Patients for Intraocular Surgery. W. Stevenson. 
Sebo , Newer Trends in Treatment. C. A. Bahn.—p. 36. 
Acute Bacterial Endocarditis of Salmonella Origin: Report of Case. 

N. Burnstein, H. S. Roane and A. McQuown.—p. 40. 

Polyneuritis with Facial Diplegia Syndrome Developing During Antirabies 

Vaccination. V. D’Ingianni and I. L. Fontenelle.—p. 45. 

Morton’s Toe.—According to Redler, Morton's toe is a 
chronic, disabling, clinical entity characterized by severe 
paroxysmal pain in the region of the metatarsophalangeal joint 
of the fourth toe. This syndrome is caused by tumefactive 
lesions involving the most lateral branch of the medial plantar 
nerve in the region of its bifurcation at the web between the 
third and fourth toes, and most probably results from the 
chronic trauma of ill-fitting shoes. Proliferative fibrosis of 
the nerve is a constant microscopic feature. Twelve patients 
had a surgical exploration of the lesion. Three patients had 
bilateral involvement. The duration of symptoms ranged from 
eight months to twenty years, with an average of two years. 
In 2 instances the complaints were atypical. Both patients were 
referred for sciatica. All lesions were excised and subjected 
to histologic examination. The largest lesion measured 1.5 by 
1 by 0.4cm. The smallest measured 0.8 by 0.4 by 0.3 cm. The 
size of the lesion bore no relationship to the duration and 
severity of symptoms. All wounds healed by first intention, and 
the patients were ambulatory between the eighth and twelfth 
day. Postoperative numbness of the third and fourth toes 
rapidly disappeared. 


Ohio State Medical Journal, Columbus 


45:765-844 (Aug.) 1949 


Management of Functional Derangements of Gastro-Intestinal Tract. 
H. C. Klein.—p. 789. 

Sweets and Tooth Decay. P. C. Kitchin.—p. 794. 

Office Management of Peptic Ulcer Disease. C. R. Hoffmann.—p. 797. 

Porphyria. J. M. Hayman Jr.—p. 800. 

*Abdominoperineal Proctosigmoidectomy for Cancer of Lower Bowel; 
Incidence of Local Recurrence. H. E. Bacon and G. D. Vaughan. 
—p. 807. 

Total Colectomy with Preservation of Anal Sphincter. W. R. Funder- 
burg, C. W. Consolo and R. E. Schriner.—p. 811. 

Popular Conception of Asthma in 1838. J. Forman.—p. 814. 
Abdominoperineal Proctosigmoidectomy for Cancer of 

Lower Part of Bowel.—Bacon and Vaughan report 723 

patients with malignant lesions of the lower part of the bowel, 

of which number 585 submitted to resection by various meth- 
ods. Abdominoperineal proctosigmoidectomy without colostomy 
and with preservation of the sphincter musculature was per- 
formed on 375 patients with cancer involving the lower sigmoid, 
rectosigmoid and ampullary rectum. Of the 375 patients with 
resection by this technic, only 76 had the operation performed 
more than five years ago. Of these 76, 27 died of cancer. The 
summation of 5 operative deaths and of 4 palliative resections, 
subtracted from the total 76 and divided into 23 nonpalliative 
resections, gives an over-all recurrence rate of 34.3 per cent. 

There were 12 instances of local recurrence, an incidence of 

17.9 per cent in the patients on whom resection was performed 

more than five years ago. The perineal anus enables the early 
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detection of a pelvic recurrence by palpation. In 7 of the 12 
cases the lower margin of the primary growth was located 
at or below the 6 cm. level. As a result of the more recent 
microscopic investigations it appears that these 7 patients in 
whom surgical intervention took place more than five years ago 
were incorrectly selected for preservation of the sphincter. Proc- 
tosigmoidectomy or any sphincter-preserving technic should 
never be employed when the lower border of the growth is at or 
below the 6 cm. level from the anal verge. Effort has been made 
to evaluate the incidence of recurrence in the authors’ cases in 
comparison with results in the published reports of operation 
by other methods whereby the sphincters are sacrificed and an 
abdominal stoma is established. Attention is called to the diffi- 
culty of appraisal to determine the rate of recurrence in an 
effort to establish a standard method whereby statistical surveys 
may be made accurately. 


Philippine Journal of Surgery, Manila 
3:273-330 (Nov.-Dec.) 1948 


Osteomyelitis of Ilium. <A. S. Besa.—p. 273. 

Retropubic Prostatectomy. L. F. Torres.—p. 283. 

*Kondoleon Operation—Report of 2 Cases. V. Ramos.—p. 289. 

Modified Extraperitoneal Shortening of Round Ligaments in Uterine 

Retrodisplacements. J. R. Reyes.—p. 293. 

Left-Sided Appendicitis. A. B. Morales and A. L. Ortiz.—p. 297. 
Cesarean Section: Comments on 4 Cases. L. C. De Guzman and 

T. Quitco.—p. 205. 

The Kondoleon Operation in Elephantiasis.—According 
to Ramos the operation generally referred to as the Kondoleon 
was first used by Kondoleon in Greece in 1912. It consists of 
the removal of a strip of fascia from both sides of the affected 
limb in cases of elephantiasis in order to establish freer com- 
munication between the obstructed superficial and the unob- 
structed deep lymphatic vessels. Its effect is to lessen the 
accumulation of lymph in the skin and the subcutaneous tissues, 


and in this way check the progress of and diminish the thick- 


ening of tissue attending elephantiasis. The author presents 
histories of 2 patients in whom he performed this operation. 
These cases, in which the elephantiasis was probably of non- 
filarial origin, are too recent to permit final evaluation of 
results, but the early results are so encouraging that the author 
thinks the operation should be performed on all patients with 
elephantiasis found resistant to ordinary procedures. In filarial 
forms of the disease the operation has been performed elsewhere 
with gratifying results. 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 
71:335-512 (July) 1949. Partial Index 


Stimulation of Gastric Secretion in Man by Theophylline Ethylenediamine. 
S. Krasnow and M. I. Grossman.—p. 335. 

*Virus Isolated from Patients Diagnosed as Non-Paralytic Poliomyelitis 
or Aseptic Meningitis. J. L. Melnick, E. W. Shaw and E. C. Curnen. 
—p. 344, 

Histamine and Other Imidazole Compounds as Bacterial Growth Stimu- 
lators W. R. Straughn and M. G. Sevag.—p. 360. 

Mechanism of Inhibition of Glycogen Synthesis by Endotoxins of Sal- 
monella Aertrycke and Type I Meningococcus. E. Kun and L. G. 
Abood. —p. 362. 

Duodenal Ulcers Produced on Diet Deficient in Pantothenic Acid. B. N. 
Berg, T. F. Zucker and L. M. Zucker.—p. 374. 

Neutralizing Antibody Against Viruses of Encephalomyocarditis Group 
in Sera of Wild Rats. J. Warren, S. B. Russ and H. Jeffries.—p. 376. 

"Relief from Pruritus Following upon Administration of Adenylic Acid. 
A. Rottino.—p. 379. 

*Chemotherapy of -Leukemia: Effect of Folic Acid Derivatives on Trans- 
planted Mouse Leukemia. J. H. Burchenal, S. F. Johnston, J. R. 
Burchenal and others.—p. 381. 

Renal Lesions in Chronic Hypertension Induced by Unilateral Nephrec- 
tomy in Rat. <A. Grollman and B. Halpert.—p. 394. 

Simultaneous Administration of Adrenal Cortical Extract and Desoxy- 
corticosterone; Effects on Blood Pressure of Hypertensive Patients. 
G. A. Perera and K. L. Pines.—p. 443. 


Virus in Nonparalytic Poliomyelitis—Melnick and 
associates report the isolation of a filtrable virus from the 
feces of patients whose condition was diagnosed either as non- 
paralytic poliomyelitis or aseptic meningitis and from 2 patients 
with “fever of unknown origin.” The agent is similar to that 
reported by Dalldorf and Sickles in producing paralysis with 
myositis in newborn mice. The recovery of virus was corre- 
lated with the appearance of neutralizing antibodies in the 
patients’ serum. At least two immunologic types of the virus 
exist. The virus was widespread in this country during the 
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summer of 1948, having also been isolated from the sewage of a 
number of cities and from flies collected in widely separated 
areas. Subclinical infection may be produced in chimpanzees 
by oral administration of the virus. A laboratory worker has 
been accidently infected with the virus. 


Relief of Pruritus from Adenylic Acid.—Rottino says 
that muscle adenylic acid was administered to a group of 
patients with Hodgkin's disease in the hope that it might have 
a beneficial influence on their physical energy, depletion of 
which is one of the disabling effects of this disease. Though 
the experiment proved a failure in this respect, a totally unex- 
pected and gratifying result ensued: the only 2 patients of the 
group who had pruritus reported that this had completely 
disappeared. In an effort to establish whether or not this was 
mere coincidence adenylic acid therapy was extended to include 
36 persons afflicted with pruritus of diverse causation. In 3) 
instances there was a subsidence of the pruritus ranging from 
complete to mild. 

Folic Acid Derivatives in Chemotherapy of Mouse 
Leukemia.—Burchenal and his associates say that ninety com- 
pounds related to pteroylglutamic acid have been tested for 
chemotherapeutic effect against transmitted leukemia Ak 4 in 
mice. Eighty-two of these compounds showed no chemothera- 
peutic effect by this particular technic. Four had slight to 
moderate effect. Four compounds, 4-amino-N1°-methyl- 
pteroylglutamic acid, 4-amino-9-methyl-pteroylglutamic acid, 
4-amino-9,10-dimethyl-pteroylglutamic acid and 2,6-diamino- 
purine have definite chemotherapeutic activity as demonstrated 
by approximately doubling the average survival time oi the 
mice treated with these compounds. An amino substitution in 
the second and fourth positions of the pyrimidine ring in all 
these active compounds seems significant. 


Psychoanalytic Review, Albany, N. Y. 


36:217-332 (July) 1949 


Contribution to Psychopathology of Genuine Epilepsy. A. Schick.—p. 217. 

Spirit of Psychoanalysis. F. Wittels.—p. 240. 

Symbolism in Handwriting. A. O. Mendel.—p. 255. 

Modern Gulliver: Study in Coprophilia. B. Karpman.—p. 260. 

Environmental Factors in Homosexuality in Adolescent Girls. S. Keiser 
and D. Schaffer.—p. 283. 

Shell Shock or Traumatic Neurosis. P. G. Dane.—p. 296. 

Giant Mother, Phallic Mother, Obscenity. I. Hermann.—p. 302. 


Public Health Reports, Washington, D. C. 
64:885-908 (July 15) 1949 
Water Resources and Nation’s Health. M. A. Pond.—p. 885. 
Isolation of Histoplasma Capsulatum from Soil. C. W. Emmons.—p. 892. 


Method of Supplying Cellulose Tape to Physicians for Diagnosis of 
Enterobiasis. M. M. Brooke, A. W. Donaldson and R. B. Mitchell. 


—p. 897. 
: 64:909-932 (July 22) 1949 
Investigation of Low Mortality in Certain Areas. T. D. Woolsey.—p. 09. 


64:933-960 (July 29) 1949 


Transmission of Salmonella Enteritidis by the Rat Fleas Xenopsylla 
Cheopis and Nosopsyllus Fasciatus. C. R. Eskey, F. M. Prince and 
F. B. Fuller.—p. 933. 

Preliminary Field Trials with Laboratory-Tested Molluscacides. M. 0. 
Nolan and E. G. Berry.—p. 942. 


Southern Surgeon, Atlanta, Ga. 


15:453-544 (July) 1949. Partial Index 


Multiple Carcinoma of Colon: Report of Case. D. C. Elkin and J. D. 
Martin Jr.—p. 453. 

Anuria. G. H. Ewell.—p. 457. 

Spondylolisthesis: Rare Variant with Unilateral Isthmus Defect and 
Slight Displacement. K. J. Anderson and L. W. Breck.—p. 470. 

Present Status of Surgical Treatment of Carcinoma of Esophagus. W. H. 
Kisner.—p. 479. 

Emergency Thyroidectomy: Case of Intracapsular Hemorrhage in Intre 
thoracic Goiter. D. McEwan and R. E. Zellner.—p. 489. 

Primary Carcinoma of Third Portion of Duodenum: Report of Cast 
M. B. Welborn and J. M. Bretz.—p. 493. 

Intussusception Due to Invaginated® Meckel’s Diverticulum in Adults. 
J. Greenfield and P. L. Smoak.—p. 505. 

Cancer of Rectum: What Constitutes Adequate Resection. A. K. Bush 
—p. 512. 

Management of Acute Intestinal Obstruction. J. M. Wilson and W. & 
Yemm.—p. 529. 

Primary Carcinoma of Liver: Report of Case Living and Well Twent? 
Five Months After Left Hepatectomy. C. C. Woods and J. 
McClure.—p. 538. 
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British Medical Journal, London 
2:243-296 (July 30) 1949 


Problems of Ageing and Chronic Sickness. A. P. Thomson.—p. 243. 

Effect of Low Temperatures on the Bittner Virus of Mouse Carcinoma. 
I. Mann.—p. 251. 

Effect of Repeated Freezing and Thawing on Mouse Carcinoma Tissue. 
I. Mann.—p. 253. 

Propagation of Mouse Carcinoma by Dried Tumour Tissue. I. Mann 
and W. J. Dunn.—p. 255. 

*Urethritis, Gonococcal and Nonspecific, Treated by Aureomycin. R. R. 
Willcox and G. M. Findlay.—p. 257. 

Neurological Complication of Mumps. J. Macrae and A. M. G. Campbell. 
—p. 259. 

Leucocyte Counts in Prevention of Drug Agranulocytosis. C. J. Young. 
—p. 261. 

Torsion of Normal Fallopian Tube. R. de Soldenhoff.—p. 263. 

Outbreak of Food-Poisoning in Bromyard District. M. J. Pleydell. 
—p. 264. 


Aureomycin in Urethritis.—Willcox and Findlay treated 
nonspecific urethritis by oral administration of aureomycin. One 
patient with gonococcic urethritis and 1 patient with nonspe- 
cific urethritis received 2,000 mg. and the remainder 1,000 mg. 
over twenty-four to sixty hours. Both patients with gonococcic 
urethritis responded, as did 3 of those with nonspecific urethri- 
tis. .\lthough one of the latter relapsed, further treatment 


resulted in a favorable reaction., There was one failure. In 
addition to the routine tests, special examinations were made for 
pleur. pneumonia-like organisms in patients with nonspecific 
urethritis. These organisms were recovered before treatment 


in 3 cases and in none after treatment. 


Clinical Science, London 
8:1-144 (July 19) 1949 


Mechonism of Vicious Circle in Chronic Hypertension. F. B. Byrom 
an! L. F. Dodson.—p. 1. 
Circu|atory Effects of Mercurial Diuretics in Congestive Heart Failure. 


L. G. C. Pugh and C. L. Wyndham.—p. 11. 

New Method of Clinical Spirometry. K. W. Donald and R. V. Christie. 
- 21. 

Respiratory Response to Carbon Dioxide and Anoxia in Emphysema. 
K W. Donald and R. V. Christie—p. 33. 


*Reaction to Carbon Dioxide in Pneumoxonwsis of Coalminers. K. W. 
D nald—p. 45. 

Oedema and Potassium Loss in Combined Sodium p-Aminohippurate and 
Penicillin Therapy: Metabolic Study. J. E. Cates—p. 53. 


Effect of Trauma on Chemical Composition of Blood and Tissues of Man. 

H. N. Green, H. B. Stoner, H. J. Whiteley and D. Eglin.—p. 65. 
"Deposition of Adipose Tissue Between Ocular Muscle Fibres in Thyro- 

toxicosis. E. E. Pochin and F. F. Rundle.—p. 89. 

— Rese of Adipose Tissue, Experimentally Induced. E. E. 
Plasma lodide Clearance Rate of Human Thyroid. N. B. Myant, E. E. 

Pochin and E, A. G. Goldie.—p. 109. 

Estimation of Radioiodine in Thyroid Gland of Living Subjects. N. B. 

Myant, A. J. Honour and E. E. Pochin.—p. 135. 

Reaction to Carbon Dioxide in Pneumoconiosis.— 
Donald points out that pneumoconiosis is frequently associated 
with emphysema and that the usual respiratory tests, such as 
vital capacity, maximum breathing capacity, exercise tolerance 
and lung volume determinations, are affected by both diseases. 
In view of this confused picture and the fact that impairment 
of reaction to carbon dioxide has been demonstrated only in 
emphysema, the author studied the reaction of 56 patients with 
pneumoconiosis to 4 per cent carbon dioxide. Severely impaired 
reactions to carbon dioxide were found in miners with little or 
no pneumoconiosis but with severe emphysema. Three of these 
patients had not been certified as having pneumoconiosis, 
although they were severely dyspneic and had worked under- 
ground for 38 to 40 years. Eleven of the 13 subjects who 
showed impaired reactions to carbon dioxide had clinical and 
radiologic evidence of emphysema. Only 6 of the 34 pneumo- 
coniotic patients with a normal reaction had clinical or ra- 
diologic evidence of emphysema, and in none of these was it 
Severe. Patients with pneumoconiosis complicated by heart 
failure, nephritis and neurasthenia all gave normal reactions. 
These observations are further evidence that an impaired reac- 
tion to carbon dioxide is obtained only in true emphysema. 
Although the incidence of emphysema, with impaired reaction to 
carbon dioxide, increases in persons severely disabled by pneu- 
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moconiosis, a considerable number of miners were extremely 
dyspneic with no signs of emphysema and with a brisk reac- 
tion to carbon dioxide. If one accepts carbon dioxide tolerance 
as a specific test for emphysema, these results would indicate 
that in many cases of pneumoconiosis, the dyspnea is not due 
to emphysema. 

Adipose Tissue Between Ocular Muscle Fibers in Thy- 
rotoxicosis.—Pochin and Rundle state that in the course of an 
investigation of the orbital changes in exophthalmos, the eye 
muscles of thyrotoxic patients were found to be abnormally 
rich in material extractable with ether. On chemical analysis 
of tissue obtained at necropsy, the ether extract of the eye 
muscles was increased from 8.1 per cent in controls to 13.8 per 
cent in 17 thyrotoxic subjects. Histologic material from cer- 
tain of these cases has been studied to determine the character 
and location of the abnormality. The eye muscles were split 
longitudinally into two parts. One part was examined chem- 
ically. The second part was pinned out under slight longitudinal 
tension, fixed in 7 per cent formaldehyde and saline solution 
and frozen sections cut and stained with sudan III. One esti- 
mate of the fat content of the muscle was obtained by express- 
ing the weight of ether extract as a percentage of the wet 
weight of the muscle. A corresponding histologic estimate was 
derived from measurements of tissue staining with sudan 
III. The authors found that the quantity of adipose tissue 
cells normally lie between the fibers of the skeletal eye muscles. 
The quantity of such adipose tissue is increased in thyrotoxicosis 
by about 85 per cent. 


Edinburgh Medical Journal 
56:221-270 (June) 1949. Partial Index 


Problems in Diagnosis of Meningeal Tuberculosis. W. M. Jamieson. 
—p. 221. 

Industrial Siderosis. A. T. Doig.—p. 230. 

Pulmonary Haemosiderosis. A. C. Lendrum.—p. 235. 

p-Aminosalicylic Acid (P.A.S.). F. S. Spring.—p. 237.' 

Para-Aminosalicylic Acid in Pulmonary Tuberculosis. N. W. Horne. 


. 239. 

*Clinical Study of Use of Para-Aminosalicylic Acid in Treatment of 

Pulmonary Tuberculosis. R. I. L. Donaldson.—p. 245. 
Treatment of Tuberculous Empyaema with P.A.S. J. Simpson.—p. 250. 

Para-Aminosalicylic Acid in Pulmonary Tuberculosis. 
—Donaldson states that at her sanatorium three months’ treat- 
ment with para-aminosalicylic acid was given to 10 patients with 
pulmonary tuberculosis. One of the 2 early cases was selected 
for this treatment, because conversion of the sputum to positive 
had occurred during a period of apparently mechanically effec- 
tive collapse therapy, and the other after an unsuccessful pneu- 
mothorax. All 4 patients in the intermediate group had bilateral 
active lesions of moderate extent. In 1 an ineffective pneu- 
mothorax had been abandoned; in another previous bilateral 
pleurisy prevented collapse of the lungs in the puerperium, and, 
in the remaining 2, the drug was used to control contralateral 
disease—during pneumothorax in one and with a view to pos- 
sible thoracoplasty in the other. Of the 4 patients in the 
group with advanced disease, 2 had recent active infiltrations 
with cavitation and 2 were the subjects of widespread disease of 
a bronchopneumonic nature. Para-aminosalicylic acid has not 
proved to be an important therapeutic agent in that the prog- 
nosis was materially improved in only 2 of the treated patients. 
Although the progress of the disease has been stayed in some 
of the advanced cases, permanent alteration of the prognosis 
cannot be claimed. It may be, however, that a more prolonged 
course would be desirable and further work will be required 
before the value of this drug in the treatment of tuberculosis 
can be accurately assessed. 


Practitioner, London 
163:89-172 (Aug.) 1949. Partial Index 


Present Status of Treatment of Cancer of the Uterine Cervix and 
Body. J. Young.—p. 89. 

Problem of Dysmenorrhoea. E. F. Murray.—p. 96. 

Care of the Menopausal Woman. T. N. MacGregor.—p. 100. 

Pruritus Vulvae. J. Moore.—p. 106. 

Prevention and Treatment of Prolapse. H. J. Malkin.—p. 111. 

Present Status of Dilatation and Curettage. K. Bowes.—p. 118. 

Treatment of “Athlete’s Foot." G. B. Mitchell-Heggs.—p. 123. 

Asthma in Childhood: Experiences in a Liverpool Play Clinic. C. A. 
Clarke.—p. 130. 


| | 


Medicina, Buenos Aires 
9:89-160 (April) 1949. Partial Index 


*Method for Determination of Renin in Tissues. J. C. Fasciolo and 

A. C. Taquini.—p. 117. 

*Hematuria in Hemophilia. A. Pavlovsky and A. Pedace.—p. 126. 

Method for Measuring Renin in Tissues.—Fasciolo and 
Taquini found that renin in the plasma of human beings and 
dogs with chronic arterial hypertension is normal whereas 
hypertensine is increased. Hypertensine is produced in the kid- 
ney when the latter contains an increased amount of renin, 
which in turn increases its hypertensine-forming activity. The 
amount of renin in the kidney is an index to the amount of 
hypertensine in the blood. The authors describe a method for 
quantitative determination of renin in the kidney which was 
developed in normal dogs. The method consists of (1) incuba- 
tion of an aqueous extract of renal tissue with hypertensinogen 
and (2) quantitative determination of the produced hypertensine 
by the degree of vasoconstriction produced by this extract on a 
vascular preparation, in comparison with that produced by a 
standard solution of hypertensine. The amount of renin in the 
kidney of normal dogs is 100 units (Leloir) for each gram of 
fresh renal tissue. The standard deviation of the method is 12 
per cent. Biopsies of different parts of the same kidney gave 
values which coincided within the errors of the method employed. 
The determinations made simultaneously in the two kidneys 
showed essentially equal contents of renin, even in those cases in 
which the individual values were too high or low. 

Hematuria in Hemophilia.—According to Pavlovsky and 
Pedace occasional or periodical hematuria is frequent in hemo- 
philia. They report a man, 26 years of age, with typical clinical 
and hematologic symptoms of hemophilia. For the last four 
years he had acute hematuria of one or two weeks’ duration at 
intervals of one year. Hematuria was accompanied with acute 
colicky pains. In the last attack hematuria lasted for nine 
months, during which the patient was treated with autohemo- 
therapy, blood transfusions, plasma transfusions, vitamin C, iron, 
intravenous injections of protamine, leukotropine and urotropine, 
without results. The roentgen study of the kidney showed 
shadows in the renal pelvis. Hematuria was terminated by neph- 
rectomy. The cause of hematuria in hemophilia is difficult to 
determine. The microscopic picture of the removed kidney 
showed all the vascular and capillary walls to be extremely thin 
and fragile. This vascular lesion accounts for the persistent 
hematuria and failure of treatment. Roentgen observation of 
shadows in the renal pelvis in patients with hematuria consti- 
tutes an indication for the performance of nephrostomy. Neph- 
rectomy is indicated if the presence of hemorrhagic nephritis is 
verified during nephrostomy. 


Semaine des Hopitaux de Paris 
25: 2087-2136 (July 2) 1949. Partial Index 


Miliary Pulmonary Tuberculosis and Its Treatment with Streptomycin. 
E. Bernard, B. Kreis, A. Lotte and others.—p. 2087. 

Anatomical Study of Miliary Tuberculosis Treated with Streptomycin. 
E. Bernard and P. Renault.—p. 2095. 

*Streptomycin in Treatment of Pulmonary Tuberculosis of Adults, Except 
for Miliary Type. E. Bernard, B. Kreis, A. Lotte and A. Mignot. 
—p. 2096. 

*Streptomycin and Surgical Collapse Therapy. E. Bernard, A. Lotte and 
J. Weil.—p. 2107. 

*Treatment of Tuberculous Pyopneumothorax with Streptomycin. E. Ber- 
nard, A. Lotte and M. Laumonier.—p. 2109 
Streptomycin in Treatment of Pulmonary Tuberculosis. 

—Bernard and co-workers treated 250 adult patients with pul- 

monary tuberculosis by intramuscular injections of streptomycin. 

The daily dose of the antibiotic was 1.5 Gm. (1,500,000 units) 

in the majority of the cases. A 5 per cent solution of the drug 

was used. Injections were made every four hours during the 
acute phase. Later, the number of the injections was reduced 
to three and even to two, with the same total dose of strepto- 
mycin administered within twenty-four hours. The duration of 
treatment varied from two and one-half to four months, with an 
average of three months. Pruriginous erythema was observed 

in 20 per cent of the patients and nausea and vomiting in 10 

per cent, but these untoward reactions required only temporary 

discontinuation of the treatment. Some patients presented ver- 
tigo; deafness occurred in 1 patient, but persistent vestibular 
disturbances were rare. Rapid or slow but progressive defer- 
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vescence occurred in 80 per cent of the patients. Increase in 
weight was associated as a rule with the drop in temperature. 
Cough was diminished, dyspnea disappeared and there was a 
pronounced reduction of expectoration in nearly all cases. 
Roentgenologic improvement resulted in 28 per cent of the 
patients with lesions of long standing and in 63 per cent of 
those with recent lesions. Disappearance of the bacilli took 
place in 22 per cent of the first group and in 41 per cent of the 
second group. Clearing of considerable and extensive nodular 
lesions was observed in patients with a fresh bout of the disease 
superimposed on a previous lesion, but this clearing came to an 
end when the point was reached which corresponded with the 
fixed lesion of long standing. This may explain the failure of 
streptomycin in cases of ulcerous or fibrocaseous chronic tuber- 
culosis. Streptomycin allows the patient with tuberculous pneu- 
monia or bronchopneumonia to pass a dangerous stage, but fre- 
quently the drug gives only temporary aid and medical or sur- 
gical collapse therapy will be required. When treated with 
streptomycin, galloping phthisis may lose its fulminant character 
and may be converted to a chronic condition in which other 
therapeutic measures may be successfully employed. Cavitary 
tuberculosis is least amenable to treatment with streptomycin. 
In 57 of 88 patients of this type treated with streptomycin, the 
cavity remained unchanged. It increased in 12 patients and 
disappeared in 7. Streptomycin combined with collapse therapy 
may be of value in this type of case. 

Streptomycin and Surgical Collapse Therapy.—Bernard 
and co-workers consider combined streptomycin and surgical 
collapse therapy appropriate in five groups of tuberculous 
patients: 1. In patients with acute pneumonia or bronchopneu- 
monia or in patients with subacute nodular type who are to be 
treated surgically. 2. In patients with chronic lesions, great 
loss of substance and diffuse bilateral nodular lesions requiring 
thoracoplasty. 3. In patients with unilateral ulcerative lesions 
associated with hyperthermia, loss of weight and abundant expec- 
toration. These may be operated on after a five or six week 
course of streptomycin. 4. In patients with small chronic cavi- 
ties without associated lesions and without repercussion on the 
general condition. Such patients may require preoperative treat- 
ment with streptomycin because of advanced age and lowered 
resistance, while in young patients of this type preoperative and 
postoperative treatment with streptomycin for ten to fifteen 
days may be justified for exeresis but not for thoracoplasty or 
extrapleural intervention. 5. Postoperative treatment with strep- 
tomycin is indicated in cases of basal involvement of the pneu- 
monic type or after the first stage of thoracoplasty when 
nodular dissemination is manifested by a rise in temperature or 
pronounced systemic symptoms. Satisfactory results were 
obtained with local treatment with streptomycin in empyema as 
a sequela of extrapleural intervention by injections of 0.5 Gm. 
of the antibiotic after removal of the fluid in the pleural cavity 
and irrigation with isotonic sodium chloride solution every 
second or third day for several weeks or months. Treatment 
with streptomycin is indicated in fistula following thoracoplasty. 

Streptomycin in Tuberculous Pyopneumothorax.—Ber- 
nard and co-workers treated 19 patients with tuberculous pyo- 
pneumothorax with streptomycin. Six of the patients presented 
recent pleuropulmonary perforations. Suppuration disappeared 
and reexpansion of the lung occurred within five months in | 
patient. Suppuration became less abundant, production of pus 
slower and the fluid sterile within three months in 3 patients. 
Treatment failed in 2 patients. Empyema became manifest two 
to twenty-six months before the start of streptomycin therapy 
in the remaining 13 patients. Results in this second group 
were as follows: The bacillus-laden effusion disappeared and 
pleural occlusion occurred within three months in 2 patients. 
The fluid became less abundant and sterile and incomplete 
reexpansion of the lung occurred within one and a half to four 
months in 5 patients. Treatment failed in 6 patients. Strepto- 
mycin does not yield constant results in pyothorax, but it is a 
valuable aid. It does not exclude the usual methods of treat- 
ment, such as puncture, irrigation of pleura and aspiration, but 
it increases their efficacy and hastens recovery. It may occa- 
sionally make thoracoplasty and pleurotomy unnecessary. Intra- 
pleural injections of streptomycin after the removal of the pus 
constitute the most active method of treatment. 
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Human Helminthology: A Manual for Physicians, Sanitarians and 


Medical Zoologists. By Ernest Carroll Faust, A.B., M.A., Ph.D., the 
William Vincent Professor of Tropical Diseases and Hygiene, Head of 
the Division of Parasitology, Department of Tropical Medicine and Public 
Health, the Tulane University of Louisiana, New Orleans. Third edition. 
Cloth. Price, $10. Pp. 744, with 313 illustrations. Lea & Febiger, 600 
S. Washington Sq., Philadelphia 6, 1949. 

The third edition of this manual on helminths parasitic to 
man establishes it as a standard reference for important 
advances in this field. The first edition, published in 1929, and 
the second, published in 1939, were previously reviewed favor- 
ably in Tue JournaL. The third edition lives up to the high 
standard of the previous editions and retains admirably the text- 
book style of presentation as originally planned to aid in teach- 
ing the subject. In the ten years since the previous edition, 
the author has found it necessary to revise the entire book to 
introduce new information and reevaluate older ideas. The book 
continues to fulfil the needs of clinicians, field workers and lab- 
oratory technicians interested in medical zoology by proper 
arrangement of the material presented. Chapter subdivisions are 
thus based on zoologic classification of the various helminths, 
the description of intermediate or reservoir hosts and the diag- 
nostic technics and anthelminthic drugs important for the detec- 
tion and treatment of helminthic parasitism in man. 

Criticism of a book of this caliber is not to be found in the 
care and accuracy with which the information is reported. It 
may, iowever, be helpful to indicate certain minor details in 
which: juture improvement could be sought. The author follows 
a general scheme of presenting the information concerning each 
parasite which is not invariably consistent in the use of sub- 
headines. For instance, on page 493 the subheadings “Clinical 
Data’ and “Control” are used to introduce single brief state- 
ments denying study of these phases of knowledge concerning 
the parasite, whereas in other instances when some information 
on these matters is given, no such subheadings are employed, 
presunably because the data are considered too scanty to dignify 
by a separate subheading. The author’s use of the term 
“therapeusis” (synonym for therapeutics) as a subheading for 
the discussion of treatment throughout the book may impress 
some readers as an attempt to be too erudite and is probably no 
more desirable than the more commonly employed terms “treat- 
ment’ or “therapy.” In stating dosage for anthelminthic drugs 
the author frequently expresses quantities in centigrams, which 
may be confusing to many clinicians. Dosages for drugs by 
weight can be expressed adequately in grams, milligrams and 
micrograms, in which there is already sufficient overlapping to 
discourage the use of the centigram as a unit. 


The Physician’s Business: Practical and Economic Aspects of Medi- 
cine. By George D. Wolf, M.D., Assistant Clinical Professor of Otolaryn- 
gology, New York Medical College. Foreword by Harold Rypins, A.B., 
M.D., F.A.C.P. Third edition. Cloth. $10. Pp. 563, with 96 illustrations. 
J. B. Lippincott Company, 227-231 S. 6th St., Philadelphia 5; Aldine 
House, 10-13 Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1949. 

The scope of this book is dumfounding. There are dis- 
cussions of the internship and residency, of specialization and 
of types of careers other than private practice. There are sec- 
tions on selecting a location for practice, on planning and equip- 
ping an office and on medical records. 

The author discusses fees and presents a long list of instruc- 
tions to patients including the care of the baby, pediculosis 
capitis, blowing the nose and setting-up exercises. There are 
discussions of office personnel and the duties of nurses. There 
is a chapter on surgical instruments. The book discusses 
Prescribing, moulages, ethical conduct, medical journals, pub- 
lic speaking, forensic medicine, income tax, insurance, social 
trends affecting medical practice and many other things. 

It is remarkable that an otolaryngologist should be willing 
and feel qualified to write a book of such wide range. Although 
individual specialists will differ with the author on certain 
points, due credit must be granted for his courage in tackling 
so many problems. The book will scarcely serve as a substi- 
tute for more detailed and thorough discussions, and this the 
author surely does not intend. 
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Industrial Hygiene Problems in Bolivia, Peru and Chile. By J. J. 
Bloomfield, Sanitary Engineer Director, Assistant Chief, Division of 
Industrial Hygiene, Bureau of States Services. Federal Security Agency, 
United States Public Health Service, Public Health Bulletin No. 301. 
Prepared by Direction of the Surgeon General. Paper. Price, 40 cents. 
Pp. 139, with 15 illustrations. Supt. of Doc., Government Printing Office, 
Washington 25, D. C., 1948. 

South America, according to this report, is behind in its 
industrial hygiene organization and development. The war 
revealed serious curtailments in production because of poor 
health, debility and low productive capacity of workers. These 
studies of the current industrial hygiene status in Bolivia, Peru 
and Chile stem directly from the conclusion of the Institute of 
Inter-American Affairs that health and sanitation are basic to 
effective wartime mobilization. 

The institute secured assistance from the Division of Indus- 
trial Hygiene in the Public Health Service to make the essential 
surveys. Few distinctions can be drawn between the reports as 
they refer to these three countries. All have considerable natural 
resources, the full development of which has been hampered 
by a disease-ridden population. Standards of living, education, 
income, community health and sanitation are reasonably com- 
parable, although Chile appears to be more progressive in the 
direction of education and governmental supervision over health 
and working conditions. Without exception, labor, management, 
the professions and the public have not taken serious interest 
in industrial health activity. The survey also inquires into the 
effectiveness of the official agencies having jurisdiction over 
worker welfare, workmen’s compensation and other forms of 
social security. Social legislation in these countries is in many 
respects advanced, but enforcement suffers from lack of deter- 
mined leadership and the real means for implementation. 

Recommendations are based on types of organization and pro- 
cedure which have been found successful in the United States. 
Full directions for comprehensive activity are presented in the 
body of the report and in several appendixes. 


Industrial Hygiene and Toxicology. Volumes { and II. Edited by 
Frank A. Patty, Director, Industrial Hygiene Service, General Motors 
Corporation, Detroit. Contributors: J. Brozek and others. Cloth, $10; 
$15. Pp. 531; 535-1138, with illustrations. Interscience Publishers, Inc., 
oo Ave., New York 3; 2a Southampton Row, London, W.C.1, 1948; 

Volume I of this work deals with the broad aspects of indus- 
trial hygiene which the editor defines as “the science and art of 
preserving health through the recognition, evaluation and con- 
trol of environmental causes and sources of illness in industry.” 
While it is primarily concerned with industrial hygiene, a con- 
siderable part of the subject matter relates to industrial medi- 
cine. The fifteen chapter titles of the first volume are as 
follows: Industrial Hygiene—Retrospect and Prospect; Indus- 
trial Hygiene Records and Reports; the Industrial Hygiene 
Survey and Personnel; Personal Factors in Competence and 
Fatigue; Environmental Factors in Fatigue and Competence; 
Physiological Effects of Abnormal Atmospheric Pressure; The 
Mode of Entry and Action of Toxic Materials; Sampling and 
Analysis of Atmospheric Contaminants; Radiant Energy and 
Radium; Ventilation; Occupational Dermatoses; The Visible 
Marks of Occupation and Occupational Diseases; Fire and 
Explosion Hazards of Combustible Gases and Vapors; Explo- 
sion and Fire Hazards of Combustible Dusts; Respirators and 
Respiratory Protective Devices, and Dust and Its Role in the 
Causation of Occupational Diseases. 


The subject material of volume II falls chiefly in the 
field of industrial toxicology. The chapter titles follow: The 
Halogens; Alkaline Materials; Arsenic, Phosphorus, Sele- 
nium, Sulfur and Tellurium; Compounds of Oxygen, Nitrogen 
and Carbon; the Cyanides and Cyanogen Compounds ; Industrial 
Lead Poisoning; the Metals (Except Lead); the Aliphatic 
Hydrocarbons; the Alcohols; Organic Acids; the Esters; the 
Aldehydes; the Ketones; Ethers, Glycols and Glycol Ethers; 
Aliphatic Nitro, Diazo and Amino Compounds; Nitro and 
Amino Compounds of the Aromatic Series; Phenol and Phenolic 
Compounds, and Potential Exposures in Industry : Their Recog- 
nition and Control. Uses and industrial exposures; physical and 
chemical properties ; determination in the atmosphere ; physiolog- 
ical response ; maximum allowable concentrations ; flammability ; 
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odors, and warning properties where indicated are discussed 
with respect to most of the compounds. 

There are eleven contributors to the first volume and eight 
to the second. The last chapter, relating to potential exposures 
in industry, is an outstanding feature of the work. This pre- 
sents significant data on processes, occupations or industries that 
are of significaut hygienic interest. The general treatment of 
the subject matter is broad and comprehensive throughout the 
book. It is an outstanding contribution to the reference works 
in this field. However, it is to be regretted that an author 
index was not included, although the book does contain an exten- 
sive subject index. 

Women in Marital Conflict: A Casework Study. By Florence Hollis, 
Associate Professor of Social Work, the New York School of Social Work, 
Columbia University, New York. Cloth. Price, $3.50. Pp. 236. Family 
Service Association of America, 122 E. 22d St., New York 10, 1949. 

This concise book, with its detailed analysis of women with 
marital difficulties, is thought provoking for all workers whose 
professional routine brings to them problems of this nature. A 
foreknowledge of freudian psychology is assumed, although Miss 
Hollis provides clarification of her thinking as she presents her 
points. 

The factors contributing to marital conflict are divided into 
intrinsic and extrinsic contributing causes. Into the former clas- 
sification fall dependency problems, masochistic needs, unsolved 
parental ties and the rejection of femininity. Criteria for deter- 
mining the presence of these factors in the 100 case records on 
which the study is based and recommendations for handling 
them are included. Various extrinsic circumstances such as eco- 
nomic pressure, interfering relatives and cultural differences are 
evaluated. The orientation of sex problems to other marital 
difficulties is explored and the conclusion reached that they are 
usually secondary. Miss Hollis draws on a wealth of illustra- 
tive material from the cases examined in detail. 

Not only are these cases analyzed with the foregoing consid- 
erations in mind, but a large portion of the book is devoted to 
treatment approaches and processes. These are divided into 
three main categories of method—supportive, clarification and 
the development of insight. The applicability of these methods 
to the various types of problems presented by the client is thor- 
oughly considered. This discussion is particularly useful to 
case workers. Miss Hollis lays special emphasis on diagnostic 
skill and the importance of obtaining adequate material for use 
in diagnosis. 

Although the emphasis in this book is on marital conflict in 
women there is nothing in it that excludes insight into the prob- 
lems of both sexes. Because the wife was the chief client in the 
cases studied, and is such in many agencies, the stress was una- 
voidably on the feminine role. Miss Hollis is forthright in her 
criticism and evaluation of the present relative inefficacy of case 
work skills and the lack of sound experimentation in systematic 
evaluation of results of case work. The insights and discus- 
sions in her book should certainly stimulate all workers in the 
field of family relations to improve these skills in diagnosis, 
treatment and evaluation of results. 


Die Elektrokardiographie und andere graphische Methoden in der 
Kreisiaufdiagnostik. Von professor Dr. Arthur Weber, Direktor des 
Balneologischen Universitét-Instituts Bad Nauheim. Fourth edition. 
Paper. Price, 18 marks. Pp. 209, with 150 illustrations. Springer- 
Verlag, Jebenstrasse 1, Berlin-Charlottenburg 2, 1948. 

The fourth edition of the well known book, written by the 
distinguished senior leader of German cardiologists and dealing 
with graphic methods in cardiovascular diagnosis, was, as the 
author states in his introduction, completed and ready for print 
in 1943. This may account, at least in part, for the author’s 
failure to consider the Anglo-American literature of the last 
ten years. The text starts with a general description of the 
principles and methods used for the registration of respiration, 
heart beat, heart sounds, pulse wave, venous pulse and electro- 
cardiogram. In the discussion of the genesis of the normal and 
pathologic electrocardiogram the author’s views differ in many 
respects from those accepted generally. His basic concept is 
the differential theory, according to which normal and abnormal 
electrocardiograms are due to the summation of two monophasic 
curves as obtained experimentally for the left and right sides of 
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the heart. The old molecular theory of Du Bois-Raymond, 
enlarged by the author’s assumption of a Kontraktionsstof, 
seems to him more plausible than Bernstein’s membrane theory, 
He insists that “a unipolar lead does not exist in the electro- 
cardiograms” because Wilson’s central terminal may diminish 
but can never abolish potentials always present in an electrode, 
distant from the heart. The importance of the changing intensity 
of the first heart sound for the clinical diagnosis of complete 
heart block and dissociation is not mentioned by the author. 


Among the statements which are not generally accepted the 
following may be mentioned: The description of arrhythmias 
differs from the usual one only in that fibrillation and flutter 
of auricles and ventricles are dealt with under disturbances of 
conduction. A great deal of the discussion is spent on the 
Verspactungskurve (changed time relationship of the two 
monophasic curves of the ventricles). This is considered to be 
the underlying mechanism for the pattern of bundle branch 
block and hypertrophy, for some types of low voltage and for 
the changes of S-T-T in coronary insfifficiency. According to 
the limb lead(s) in which the S-T depression occurs, a dis- 
tinction is made between right-sided and left-sided coronary 
insufficiency presumably as proved histologically by microscopic 
subendocardial necroses in the respective ventricle. The delay of 
the monophasic curve of one ventricle is most pronounced in 
bundle branch block. In hypertrophy it is due to relative anoxia 
of the thickened muscle fibers in the affected ventricle, in pul- 
monary embolism to a spastic arterial hypertension in the 
pulmonary system. A pronounced degree of S-T depression 
after digitalis is indicative of myocardial damage due to coronary 
spasm. The elevation of the S-T segment in recent myocardial 
infarction represents a monophasic deformation of the bicardi- 
ogram. In his description of the abnormal phonocardiogram 
the author emphasizes the importance of an increase in the 
auricular sound, indicative of failure of the left ventricle. 
“Increased intensity of the auricular sound has the same sig- 
nificance as S-T changes.” This auricular sound may be 
recorded either in the form of a low pitched, almost inaudible 
presystolic murmur or as the additional sound of a gallop 
rhythm in diastole. There is not enough new material in this 
edition to interest the American reader. 


Fundamentals of Psychoanalysis. By Franz Alexander, M.D., Director, 
Chicago Institute for Psychoanalysis, Chicago. Cloth. Price, $3.75. 
Pp. 312. W. W. Norton Co., Inc., 101 Fifth Ave., New York 3, 1948. 

This book represents introductory lectures to psychoanalysis 
by Dr. Franz Alexander given over some fifteen years in the 
Chicago Institute for Psychoanalysis. Instead of revising his 
earlier book, “The Medical Value of Psychoanalysis,” which 
was published eleven years ago, he determined to prepare a 
new two volume work, of which this is the first. The second 
volume will be a discussion of the psychosomatic approach to 
medicine. Dr. Alexander writes well but not easily. The book 
is definitely of college level or above and comprehension depends 
on understanding of psychoanalytic diction. The clear thinking 
and ability of Dr. Alexander are fully reflected in this book. 
Perhaps it is fortunate for mankind that most persons are not 
able to evaluate themselves as the psychoanalysts evaluate them. 
One gathers the feeling that these persons know too much. 
Toward the end this book assumes the appearance of an out- 
line; in fact, one finds sections in which there are loose 
sentences, which were probably taken from the outlines of the 
author’s lectures. 


The Miracle Drugs. By Boris Sokoloff, M.D., Ph.D., Director of 
Research, Florida Southern College, Lakeland, Fla.. Cloth. $3. Pp. 308, 
with 21 illustrations. Ziff-Davis Publishing Co., 185 N. Wabash Ave., 
Chicago 1, 1949. 

News of scientific and medical advances holds great interest 
for the reader and the public. Many popular books are writtea 
describing in nontechnical language how these advances have 
been made. The discovery, the development and the application 
are all important. In this book a good story of the antibiotics 
and other chemotherapeutic agents is told. The style makes 
for easy reading and the information is well marshalled. One 
can recommend the book for medical students, physicians, nurses 
and all lay persons who are interested in knowing the facts 


about the modern “miracle drugs.” 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
Anonymous COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EveERY LETTER MUST CONTAIN THE WRITERS NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST, 


ACUTE ALCOHOLISM 

To the Editor:—After reading the reply to the use of insulin with dextrose 
intravenously in The Journal (Aug. 20, p. 1314), | am wondering whether 
intravenous administration of dextrose covered with insulin is rational 
treatment for acute alcoholism. This is frequently combined with intra- 
venous administration of vitamin B complex along with nicotinic acid. 
What is good rational treatment for acute alcoholism? Is nicotinic 
acid of any value in these cases (if so, in what dosage)? Is nicotinamide 
@s good? M.D., Michigan. 


Axswer.—Acute alcoholism is a variable impairment. Even 
delirium tremens varies in severity and duration. In every 
patient with acute alcoholism having significant and persistent 
hyperexcitability of the nervous system, non-habit-forming 
sedatives are indicated. A history of continuous and prolonged 
(many weeks) inebriety is nearly always accompanied with 
inadequate intake of food, leading to liver damage (lack of 


glycogen), hypoglycemia, dehydration and deficiency of vitamin 
B complex. Intravenously administered dextrose and vitamin 
B complex appears to be useful in this acute stage or until an 


adequate diet can be handled by the patient. There is no 
adequate evidence that added insulin improves this therapy. 
Giving nicotinic acid intravenously to patients in this state of 
acute illness can probably do no harm, but reliable evidence is 
not available to show that this vitamin hastens recovery from 
the acute stage of this illness. 


VISUAL TEST FOR DRIVER'S LICENSE 

To the fditor:—The state of Virginia is using in the testing of eyes for 
drivers’ licenses a stereopticon with a fixed focal point. This instru- 
ment is known as the Keystone Visual Survey Tele-Binocular. As far as 
I con see it is @ conventional type of stereopticon, but the card is held 
at a fixed spot making it impossible to change the focus. | have looked 
through this machine on several occasions and find that it is completely 
out of focus for my eyes. Is it possible to get an accurcte idea of visual 
acuity with this type of instrument, which makes no provision for adjust- 
ing the focal point to suit the individual? Does the use of such an 
instrument in the hands of an untrained person constitute a fair test of 
the eyes for the purpose of issuing drivers’ permits? 4p. Virginia. 


Answer—The principle of the present Keystone instrument 
is probably the same as that used in the past, and in an exhaus- 
tive test of the accuracy and reliability of the apparatus in test- 
ing distance vision, made some ten years ago at the University 
of Chicago by Dr. Samuel S. Blankstein (Milwaukee), it was 
found to be reliable but to have no definite advantage over the 
regular 20 foot (6.1 meters) Snellen chart test. The matter of 
the fixed point at which the test card is placed should not be 
an objection, for accommodation is active for distant as well as 
near vision in a great many eyes. The instrument is probably a 
fair test of the vision of an applicant for a driver’s license. 


MENIERE’S SYNDROME 

To the Editor:-—A woman aged 57 has sudden episodes of vertigo, some of 
which are objective, rotary, and some of which give her the feeling that 
things move upward. She may get them whether she is up or lying down. 
All laboratory work including an electrocardiogram, electroencephalogram, 
eye study and roentgenography of skull, gallbladder and gastrointestinal 
tract, revealed normal conditions. A competent neurologist has stated that 
there is no evidence of disease of the nervous system or of the labyrinth. 
What could be the cause of the condition and what treatment would be 
Suggested? M.D., Pennsylvania. 


_ Answer.—Despite the absence of tinnitus and defective hear- 
ing, it is probable that this patient’s symptoms are labyrinthine 
in origin, a condition known as Méniére’s syndrome. These 
Symptoms are due to labyrinthine hydrops with increased endo- 
lymphatic pressure. The reduction of the intake of sodium by 
means of the Furstenberg regimen is effective in many of these 
cases. In others histamine, as suggested by Horton, will control 
the symptoms. If medical treatment should fail, if the attacks 
of vertigo continue and if the hearing becomes affected in one 
ear, destruction of the labyrinth or section of the vestibular 
nerve on the affected side may become indicated. The cause of 

byrinthine hydrops is unknown, except in an occasional case 

t is due to allergy. 
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TONSILLECTOMIES 

To the Editor:—Most tonsillectomies in our hospital are done on children who 
are admitted one or two hours before the operation. They remain in the 
hospital after the operation for eight to twenty-four hours. About half 
leave the hospital at the end of eight hours, the others being kept 
twenty-four hours unless some complication arises. Please advise what is 
generally recognized as adequate physical and laboratory examinations 
before operation, to protect the patient, hospital and surgeon. Because 
of the cost of certain hospitals and laboratory procedures, it has been 
suggested that certain procedures may be dispensed with. The majority 
of the patients for tonsillectom'2s are r-t admitted “the night before 
operation, but in all cases the results of physical examination, urinalysis 
and certain examinations of the blood are recorded. The hospital expense 
alone reaches at least $30. Since tonsillectomies are cn elective operation, 
1 am attempting to reduce some of the patients’ expense without detri- 
ment to the patient and without medicoleg-' risk for the hospital. 


E. E. Gafferty, M.D., Bogalusa, La. 


ANswer.—Preoperative protection is best obtained, as indi- 
cated, by the type of examination a good pediatrician is in the 
habit of making and which indicates that there is nothing in 
the case of a normal child's recent past or in his present physical 
state to contraindicate ether anesthesia or lead to more than 
the expected amount of bleeding. Such an examination should 
be made a day or two before the expected operation. 

On admission, a child should have the heart and lungs 
examined, this time by a house physician; the skin and oral 
mucous membranes should be searched for signs of an exanthem 
and the throat looked at for evidence of acute infection. All 
patients have the customary examination of urine for albumin, 
sugar and blood. In general, examination of the heart, lungs, 
kidneys and blood should be considered especially important. 
There should be no history of a recent infeciion of the upper 
part of the respiratory tract with fever which has not had time 
to recede. A history of exposure to measles or a similar con- 
dition should give one cause for delay. Severely allergic 
children should not perhaps be operated on when the pollen 
count is high. 

Apart from these considerations, the chief concern is for 
those children who are expected to go home after an eight or 
ten hour postoperative stay. Most of these patients will have 
some fever, and unless this is unusually high its presence is 
not a contraindication to their going home. The chief danger is 
bleeding, against which every possible precaution is necessary. 
The presence of a trained attendant during the postoperative 
period and an examination by reliable house physicians before 
the patient’s discharge, as well as a constant attitude on the 
part of the responsible surgeon which never makes light of any 
kind of bleeding, are the best safeguards against excessive and 
unnecessary loss of blood and an occasional death. Besides 
notations relating to diet and medication for pain, there should 
be the specific instruction to watch for bleeding. Patients who 
stay twenty-four hours or overnight have an advantage in the 
extra hours of watching they receive and are likely to cause less 
concern. The surgeon’s attitude toward anesthesia and bleeding 
will often determine the postoperative state of his patient; an 
anesthesia, as light and as short as is consistent with good 
surgery, and meticulous hemostasis are always necessary. 


FOREIGN BODY IN THE STOMACH 


To the Editor:—My grandson, aged 7 years, swallowed a military button. 
A roentgenogram a week ago showed it near the pylorus. He has had no 
pain. Probably the button still is in the stomach, as he has not passed 
it since the roentgenogram was taken. Would it be all right to leave this 
as it is for some time providing there are no symptoms? What would 
be the modern procedure in a case like this? 


J. W. De Mand, M.D., Long Beach, Calif. 


ANSWER.—Foreign bodies in the stomach and intestine should 
be observed frequently with the fluoroscope. If the foreign 
body moves along and advances gradually in location it may 
be expected to pass through the pylorous into the intestine. 
Since there was no sharp or pointed appendage to the button 
and the surfaces were smooth, the button may be expected to 
be expelled spontaneously. 

Cathartic drugs should not be administered, nor shou'd there 
be any change in the usual diet that might produce increased 
peristalsis. Foreign bodies pass through the intestinal tract 
best in normal intestinal contents. 

A foreign body may remain in the alimentary canal for 
several wecks or one or more months without causing irritation 
or ulceration of the mucosa. Gastrotomy is only indicated 
when there are symptoms of obstruction, irritation or threatened 
perforation by the foreign body. 

An attempt to remove the foreign body by passing an instru- 
ment or magnet through the esophagus into the stomach is not 
as a rule indicated. 
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ACUTE HEPATITIS IN NURSES 
To the Editor:—During the past two years 9 cases of acute hepatitis have 
developed among the 50 nurses in a hospital. These nurses are engaged 
in emergency work, although they occasionally see medical patients. Is 
there anything new on the cause of acute so-called nonspecific hepatitis 
or any information which might be of value in determining whether or not 
this condition is industrial in origin? 
Wallace Dodge, M.D., Los Angeles. 
ANswer.—This query lacks sufficient information for an 
adequate epidemiologic appraisal. Particularly useful would 
have been statements that spirochetal and viral hepatitis had 
been ruled out through laboratory and clinical examinations. 
Many substances are utilized in industry that, after undue 
exposure, might lead to liver damage. Chief in the group are 
the chlorinated hydrocarbons. Emergency patients from industry 
would not carry on their clothing or bodies enough of any such 
chemical to produce hepatitis among nurses giving hospital care. 
A few classes of industrial workers are more likely to harbor 
the spirochete of Weil’s disease. In the presence of bleeding 
wounds, nurses conceivably might become infected. Such trades 
include sewer workmen, market tenders and abattoir workmen. 
Infections have arisen from transfusions, but the patient donee 
is the expected victim. It should be established that carbon 
tetrachloride is not used for any cleansing purpose about the 
operation. If trichloroethylene is utilized as an anesthetic, it 
should be determined that leakage during storage has not pro- 
vided exposure. Some floor waxes and related coatings at times 
contain carbon tetrachloride. Evaporation from floor surfaces 
has caused acute poisoning. It is not unusual for hospital 
laboratory activities to make use of chlorinated hydroearbons. 
This possibility should be explored as to harmful potentialities. 
Altogether, occupational causation of the hepatitis mentioned 
is unlikely. 


STERILIZATION OF CLINICAL THERMOMETERS 
To the Editor:—What is the best sterilizing fluid for clinical thermometers? 
M.D., New York. 


ANSWER.—The majority of pathogenic micro-organisms which 
would be transmitted by oral thermometers are sensitive to 
the action of isopropyl alcohol (full strength), ethyl alcohol 
(70 per cent by weight) and propylene glycol (full strength). 
Propylene glycol has the advantage of being the least volatile. 
Thermometers infected with Mycobacterium tuberculosis should 
be immersed in a 5 per cent solution of cresol and thoroughly 
rinsed before use. None of these agents is sporicidal. 

Rectal thermometers cannot safely be disinfected by these 
agents. Immersion in sulfuric acid-chromate cleaning solution, 
followed by a thorough rinse prior to use, is probably the only 
certain method for their disinfection. If this procedure is not 
practical, 5 per cent cresol solution, followed by thorough rinse, 
may be substituted. 

The efficacy of all disinfectants is reduced by organic matter ; 
therefore, a mechanical cleansing i$ recommended before the 
thermometer is placed in solutions of disinfectants. Utilization 
of individual thermometers is advocated when practicable. 


EXPLOSIVE GAS IN MOUTH 

To the Editor:—A man ignited his cigaret with a blowtorch. Immedictely, 
there was an explosion in his mouth and he said he could see flames shoot 
out of his mouth for a few inches, with, to him, an audible report. He bied 
a little from his mouth, and the inside of his mouth and his throot were 
bruised and slightly abraded. He had no pulmonary injury and an unevent- 
ful recovery. How did he get an explosive gas in his mouth? | would think 
that he drew in some gasoline vopor, back of the flame, through the 
cigaret and then it ignited and exploded in his mouth. 

H. D. Murdock, M.D., Tulsa, Oklo. 


ANSweR.—The gas of intestinal flatulence as discharged 
through the anus is ordinarily inflammable. The gas of gastric 
flatulence commonly is swallowed air and is not inflammable. 
On occasion, due to putrefaction or fermentation of gastric con- 
tents, enough methane arises that on eructation simultaneous 
with tobacco lighting, a small flash occurs. This event is rare. 
The occurrence of unburnt gasoline vapor about a blowtorch 
from leaks, leading to a flash about the face, is not denied as 
a possibility. 


PREVENTION OF SYPHILIS 


To the Editor:—Patients ask me if syphilitic infection can be prevented by 
tablets of penicillin. is the prevention of syphilis the traditional one with 
calomel ointment? Robert Kuhn, M.D., Friendsville, Tenn. 


ANsweR.—The prophylactic treatment of syphilis is a prob- 
lem that is undergoing investigation. It is still in the experi- 
mental stage, however, and penicillin in place of calomel ointment 
for this purpose cannot be recommended yet for general use. 


MINOR NOTES 


CANKER SORES 

To the Editor:—Two questions in Queries and Minor Notes of Oct. 1, 1949 
(page 362) deal with young women who have had multiple recurrent 
aphthous oral lesions for many years. The inquirer wonders why the 
first vaccinations of three series of vaccinations resulted in a “take.” 
He asks, “Why should there be an apparent loss of immunity to the 
smallpox vaccination in such a short time?“ In the answer to the second 
query it is stated, ‘The cause of aphthous and herpetic stomatitis is the 
virus of herpes simplex - « .“ and “The most effective method of 
prevention is recurrent vaccination with smalipox vaccine.” 

It is possible that the oral ulcerations in the 2 cases were due to the 
virus of herpes simplex, although in neither case was herpes virus or g 
low antibody titer to the herpes simplex virus demonstrated. | wonder, 
however, whether the manifestations described in the 2 cases could be due 
to aphthosis (Behcet’s syndrome) rather than to herpetic infection (Curth, 
H. ©.: Recurrent Genito-Oral Aphthosis and Uveitis with Hypopyon 
[Behcet’s Syndrome], Arch. Dermat. & Syph. 54: 179 [Aug.] 1946; Exhibit 
on Aphthosis—Behcet’s Syndrome, Ninety-Eighth Annual Session of the 
American Medical Association, Atlantic City, N. J., June 1949), 


some patients show unspecific reactions to all kinds of intradermal, sub- 
cutaneous and intravenous tests. Relentless recurrence of oral aphthae is 
characteristic of the disease. The presence, in addition, of recurrent 
genital ulcerations or uveitis with hypopyon would indicate the fully 
developed form of Behcet’s syndrome. A virus has not been demonstrated 
as the cause of the disease. No successful treatment has as yet been 
found, although some palliative local and generalized measures have been 
devised. Helen Ollendorff Curth, M.D., New York. 


To the Editor:—in the October 1 issue of The Journal, in Queries and 
Minor Notes, a correspondent requests an alternate treatment for canker 
sores. If these are within the mouth, as distinguished from herpes labi- 
alis, | would suggest a remedy that has seldom failed me in twenty-eight 
years, namely, 3 drops of potessium arsenite solution (Fowler’s solution) in 
2 tablespoonfuls of water as a mouthwash and gargle after each meal. 
Sometimes the patient is careless as to the amount of water. Dryness 
ond a new kind of soreness can come from too little diluent. To prevent 
this | advise measuring 2 tablespoonfuls of water into a small gloss and 
putting a small piece of adhesive tape on the outside to mark the level 
for future use. ! prescribe 1 ounce (30 cc.) in a dropper bottle and tell 
the patient to use it at least three months. If the patient is miserable 
at the first visit, one can give an intravenous injection of ordinary iron 
cacodylate, 2 grains (0.12 Gm.), with dramatic results. Formerly, | went 
to the expense and delay of smears for ‘ ncent’s organisms; now | simply 
advise the patient to return in three days if there is no improvement. 

condition is herpes labialis, good resuits can 

be obtained by the injection of histamine by the method of Porch 
J. Lab. & Clin. Med. 26: 499 [Dec.] 
H. F. Becker, M.D., Los Angeles 7. 


To the Editor:—Iin two successive issues of The Journal (Sept. 24, 1949 and 


of the virus of herpes simplex conformed with recent knowledge in this 
field, | believe that undue emphasis was given to the effectiveness of 


virus of herpes simplex. All of the pa 

ate doses of aureomycin, 25 mg. per kilogram of body weight per day. 
My first trial of aureomycin in infection due to herpes simplex virus wes 
on my wife, whose lesions around the nose had not responded 


rapid improvement, after 
fective. Two male children, about 21% years old herpetic 
gingivostomatitis promptly recovered after the 
A few reports on the use of aureomycin in various types of stomatitis 
have appeared in the literature. A. A. and 
Schwartz (J. Invest. Dermat. 13:51 [Aug.] 1949) reported on a mon 
an 


Another report by Distathein and Sulzberger (J. Invest. Dermat. 13: 115 
[Sept.] 1949) was concerned with the local application of 0.5 per 
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Oct. 1, 1949) there have appeared three letters in Queries and Minor t 
Notes concerning the treatment and causes of recurrent herpetiform lesions Sy) 
of the mouth, such as canker sores, aphthous stomatitis or herpetic T 
gingivostomatitis. While the replies regarding the causative role 0 
repeated vaccinations with smallpox vaccine. T. F. McNair Scott (Viral 3 
and Rickettsial Infections of Man, Philadelphia, J. B. Lippincott Company, ss 
1948, chap. 21, pp. 389-390) states: “The use of smalipox vaccine- ] 
tion for the treatment of recurrent herpes has been widely used in this re 
country during the last 10 years. Reports of its efficacy are conflicting; i 
some patients apparently obtain relief, while others relapse during @ x 
course of vaccination.” cc 
One of the answers mentions the use of antibiotics like aureomycin, - 
“. . . @lthough no reports of their use in conditions like the one 
described have been made.” {| used aureomycin in 4 cases in which were Pe 
represented some of the clinical entities that are attributable to the syl 
fac 
Un 
of 
istration of sulfonamide drugs or penicillin. Prompt relief was noted me 
after the first few doses of aureomycin; on the following day the lesions the 
began to involute and recede. In the 12 year old girl with herpetic lesions ane 
of the lips and buccal mucosa, administration of aureomycin resulted in tec! 
giv 
Ho 
Th 
cor 
on 
’ acute ulceromembranous stomatitis. After poor results with penicillin, a 
a favorable clinical response followed administration of _aureomycif. 
Clit 
aqueous solution of aureomycin in a case of painful and persistent recut Hill 
rent ore! ulcerations end necrosis of 5 years’ duration of possible virel Eng 
origin, in which the response was unquestionable, rapid and dramatic. ; 
j Until recently there has been no trustworthy evidence of effective specific Rhe 
therapy in herpes virus infection. Although the clinical manifestations of | 
these infections are usually self limited, their occurrence in infants ond Pity 
children even over a limited period often poses a problem of inadequate (Oc 
feeding ond hydration thet can lead to deleterious effects. 
Samuel J. Nichamin, M.D., Detroit. 


